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ABSTRACT 
Research consistently reported that adolescents experienced high levels of exposure to 
community violence in the their life. There is a trend that adolescents in several cities in 
Indonesia exposed to violence in the community. The community violence among adolescents  
also affects their mental health problems. However, there are limited number of studies 
looking at the prevalence and association between exposure to community violence and 
mental health in developing countries such as Indonesia. The present study aimed to examine 
the association between exposure to community violence and psychological distress among 
adolescents with the prevalence of violence and distress as well. A quantitative study with a 
cross-sectional design by questionnaire method that include Kid Screening Adolescents 
Violence Exposure (KID-SAVE) instrument to measure the exposure to community violence 
and the Hopkins Symptom Check List (HSCL-25) instrument to measure the level of 
psychological distress. The result indicates more than 50% of respondents exposed at least 
four types of community violence in the previous year. Boys more exposed to community 
violence than girls. Further, 64.7% of respondents also experienced psychological distress, 
this number is higher than other epidemiology studies among adolescent populations. The 
girls found tend to exhibit psychological distress than boys.  After control several socio-
demographic characteristics, exposure to community violence was significantly associated 
with psychological distress. In conclusion, community violence and psychological distress 
showed as serious public health problems among adolescent population in Depok. Gender and 
school factors should be considered when designing mental health policy and prevention 
program. Strength and limitation of the study are discussed in relation to findings.  
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1 Introduction 
 
1.1 Background 
Violence has been a part of human experience for a long period of time. Although 
there are systems like religion, law and community that regulate people, violent behavior can 
still be observed across generations and nations. The number of violent behavior has 
increased in the past decade, both in developed and developing countries (Krug, Dahlberg, 
Mercy, Zwi & Lozano 2002). Violence is the predominant causes of injury and death among 
people aged 15-44 years old around the world and it takes approximately 1.5 million lives 
every year (Krug et al 2002). As a consequence of the impact on human health, violence has 
become the attention of public health practitioners and researchers since 1980s, and they 
persuaded to understand the roots of violence and attempt to prevent the occurrence (Krug et 
al 2002).   
World Health Organization (WHO) defines violence as the “intentional use of physical 
force or power, threatened or actual, against oneself, another person or a group or community 
that either results in or has the likelihood of resulting in injury, death, psychological harm, 
maldevelopment, and deprivation" (Krug et al, 2002 pp. 5). The definition involves 
comprehensive outcomes of violence not merely physical aspect, such as injury and death, but 
also the psychological aspect of the victim. Violence is not always about physical attack but 
also contains psychological harm that can affect people’s mental health.  Whether it is 
physical or psychological, every act of violence leads to traumatic experiences.  Therefore, 
violence is considered as a risk factor for mental health status, especially among adolescent 
population (WHO, 2011).  Adolescents are considered susceptible to violence because of their 
weaknesses among the other society member.  Unlikely adults who have the capability to 
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avoid violent incident, and able to deal with the traumatic experiences, adolescents have less 
power to avoid the violent acts and do not have the proper ability to protect themselves from 
the psychological consequences inflicted by the traumatic experiences.  
Every year, approximately 20% of adolescents experience a mental health problems, 
most commonly depression and anxiety (WHO, 2011). The risk of mental health problems 
among adolescents is increased by the experience of violence among other factors such as 
devaluation, humiliation, and poverty (WHO, 2011). Mental health is a key determinant of 
healthy development in adolescence. Adolescents with good mental health are able to build up 
relationship with other people in their society, successful in their schools, having an ability to 
cope with their personal problems, and have a sense of purpose in their life. Research shows 
that adolescents with good mental health are likely to develop into confident adults who will 
then be able to give a bigger and a positive contribution to the nation at large (Patel, Flisher, 
Hetrick, & McGorry, 2007).  
Considering the increased number of violence and its impact on people’s 
psychological aspects, a study related violence and mental health among adolescents emerges 
as an important topic to be investigated further. Especially, violence and mental health have 
not received attention in developing countries, such as Indonesia. Therefore, the present study 
wants to assess the association between exposure to violence and mental health among 
adolescents in Indonesia included the prevalence of mental health problems and exposure to 
violence.  
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1.2 Literature review 
1.2.1 Adolescents 
Adolescence is a crucial period of transition between childhood and adulthood, which 
occurs during 12-18 year or early twenties (Atwater, 1992).  Adolescence is when a child 
starts to experience physical, cognitive, and socio-emotional changes after puberty (Fatusi & 
Hindin, 2010).  Physically, they start growing up like adult, the boys will have more muscle 
and also have facial hair, meanwhile, the girls will start breast development and menstruation 
period. Cognitively, they start to think as Piaget mentioned as formal operational thought, 
which they are able to think logically, abstract, and also ideally (Dupre, 2010). Therefore, 
they start to develop their logical reasoning, decision making and problem solving skill.  
In addition, they try to find an ideal self for them, as Erickson said, every development 
stage has their own task or virtues, and the developmental task of adolescence is identity 
(Swanson, 2010). They may experiment with different roles, activities and behaviors in 
purpose developing a sense of self and personal identity. Adolescence is a period when young 
people are more likely to behave riskily, for example, experimenting with substances (e.g., 
illicit drugs, tobacco, and alcohol) and violence activities (e.g., being physically bullied or 
witnessing gang fights). In order to achieve their virtue, they try knowing themselves better 
and having positive value about themselves. Otherwise, failure to do so may lead them for 
having a weak sense of themselves or crisis identity (Swanson, 2010).   
Socially, they spend more time outside of their house and spend more time with their 
peers or friends, and they are also more concerned about what their friends say rather than 
taking an advice from other people, including parents and teachers. Besides, they start dating 
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with other adolescents and learn to have romantic relationships. Lastly, they are expected to 
be more responsible than before, but not as independent as adults, because they are still under 
supervision from the parents.   
1.2.2 Typology of Violence  
WHO developed a typology of violence that characterizes the different types of 
violence (Krug et al, 2002). Based on the typology, violence is divided into three broad 
categories based on the characteristics of those committing the violent acts. First, Self-
Directed Violence is a type of violence that occurs when an individual harms themselves. 
Second, Interpersonal Violence occurs when an individual or a group of people harm other 
people whom they may or may not know. Interpersonal Violence can be further differentiated 
into two subcategories: Family or Intimate Partner Violence that usually takes place at home; 
and Community Violence that occurs between individuals who are unrelated outside the 
house. Third, Collective Violence occurs when a large group of individuals or a government 
harms certain group of people. Compared to Community Violence, Collective Violence tends 
to be more organized and motivated by a particular social agenda.  
There had been an argument whether Community Violence should include events 
occurring in schools or neighborhoods, as well as those occurring at home. Some studies 
included violence acts occurring in the home setting as a form of community violence 
(Buckner, Beardslee & Bassuk, 2004; Helweg-Larsen, Frederiksen & Larsen, 2011; Self-
Brown et al, 2006). Whereas, other studies, argued that violence occurring in a home setting 
is rather a form of Family Violence than Community Violence and that violence occurring in 
schools or neighborhoods were in fact a form of Community Violence (McGill, Self-Brown, 
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Lai, Cowart-Osborne, Tiwari, LeBlanc, & Kelley, 2014; Yi, Poudel, Yasuoka, Yi, Palmer, & 
Jimba, 2013). 
1.2.3 Measuring Community Violence  
There are two aspects that previous research had considered when to describing 
community violence in their research (Guterman, Cameron, & Staller, 2000). First is the 
location where the violence occurs and the second is the type of exposure to community 
violence.  In terms of location, violent acts can occur, for instance, at home, in schools or 
neighborhood area. Hasting and Kelley (1997) suggested that there are three most frequently 
mentioned and thus most possible settings for community violence to occur (i.e., home, 
school, and neighborhood area). It is important to consider home as one setting or location of 
community violence, as it provides us with better information related violence in the 
community context. Also, it can be argued that home is the place where children and 
adolescents spending most of their time as a part of the community, asides from schools 
and/or neighborhood.  
In regards to the exposure to community violence, recent studies considered two types 
of exposure (Buka, Stichick, Birdthistle, & Earls, 2001; Guterman et al., 2000). First, direct 
exposure to violence means that the intentional act to cause harm to oneself is experienced 
directly by the victim (e.g., being threatened, chased, robbed, raped, stabbed). Second, the 
indirect exposure to violence refers to the intentional act of violence that is witnessed by the 
victim (Buka et al, 2001; Cooley, Turner, & Beidel, 1995). Furthermore, to measure the level 
of exposure to community violence experienced by victims, previous studies used the total 
frequencies of violent events. They summed up all the events that were experienced by the 
respondents, with the higher score indicated higher exposure to community violence (Flower 
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et al, 2000; Hastings & Kelley, 1997; Cooley et al, 1995). Therefore, the definition of 
exposure to community violence should be considered carefully, because the rates of 
exposure will increase as the definition is broadened (Overstreet, 2000). 
Several past studies involved both of indirect and direct violence to observe the 
exposure to community violence. For example, a study of 582 middle school students in the 
United States by Lambert, Ialongo, Boyd & Cooley (2005), they assessed the exposure to 
community violence by measure the direct and indirect violence among the respondents, the 
violent events included beaten up, robbed, stabbed, and shot. However, there is also some 
studies concern either only one type of exposure, for instance, a study by Zinzow et al (2009) 
that investigated the prevalence of witnessed of community violence in a national sample of 
adolescents in the United States. The violent events included in the Zinzow et al study were 
witnessing on someone shout, stabbing with a knife, being sexually abused or raped, threaten 
by the weapon, and beaten up or punched.  
1.2.4 Community violence on adolescents 
A meta-analyses study conducted by Wilson and Rosenthal (2003) attempted to 
document how adolescents were exposed to community violence and its relation to mental 
health problems. Children and adolescents are more likely to experience community violence 
as they have less power and thus more vulnerable than most adults in the community.  
Most community violence studies are involved the prevalence of the exposure to 
community violence (Lambert et al, 2005; McDonald, Deatrick, Kassam-Adams & 
Richmond, 2011; Yi et al, 2013). Finding out the prevalence of community violence can help 
us to identify the type of violent event are experienced by the youth, and it will help us to 
design the proper prevention in the future (Lambert et al, 2005).  The prevalence of 
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community violence is varied from one research to another. A study in the United States by 
McDonald et al (2011) showed that 54% of the sample reported direct victimization. They 
also found 97% of the respondent experienced witnessing violence. Copeland-Linder, 
Lambert & Ialongo (2010) investigated African American adolescents living in an urban area, 
and they found 36% of the sample reported witnessing community violence, and 6% reported 
being victimized by violence. A study in Israel among Arabic adolescents found that nearly 
two third of the respondents have victimized exposure to community violence and almost all 
of the respondents have witnessed exposure to community violence (Haj Yahia, Leshem & 
Guterman, 2011).  Other studies show various prevalence rates of violence as well; however 
there are similar patterns regarding the type of exposure to violence, whereas witnessing 
violence or indirect violence are higher than victimization or direct violence (Lambert et al, 
2005; Chen 2009; Yi et al, 2013).  
Research investigated community violence in adolescents also consider demographic 
factors, such as age and gender. Weist, Accosta, & Youngstrom, (2010) did an investigation 
on 342 male and female high school students in Baltimore, and  found that increased age also 
has been associated with greater exposure to community violence. In other studies, it was 
found that males had higher risk than females, because they were more likely to engage in 
risky behaviors that increased their likelihood to be exposed to community violence (Buka et 
al, 2001; Lambert et al, 2005). Therefore, male also reported that have higher exposed both in 
term of indirect and direct violence compared to female (Schwab-Stone, Koposov, Vermeiren 
& Ruckhin, 2012).  However, few studies found that indirect violence was more prevalent 
among girls than boys, for example study of exposure to community violence among Latino 
adolescents in the United States by McGee, Barber, Joseph, Dudley & Howell (2005) that 
found girls was significantly stronger predictor of indirect violence.  
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Different locations or settings of violence were also found between male and female. 
Helweg-Larsen et al (2011) who investigated violence as a risk factor for Danish adolescents’ 
mental health found that 59.3% girls experienced physical violence at home, meanwhile boys 
experienced physical violence more outside the home. These finding might be caused by the 
variation of time spent at home, where the boys usually spent their time outside the house 
more than girls.  
There are some other demographic factors that put adolescents at higher risk of being 
exposed to community violence, for example, living in a poor family or community, 
involvement in aggressive behavior, the structure of the family, ethnic minority, and 
involvement in the gang activities (Barkin, Kreiter, & DuRant, 2001; Buckner et al, 2004; 
Baku et al, 2001; Lambert, Nylund-Gibson, Copeland-Linder, & Ialongo, 2010). Living in a 
poor family or community might place adolescents at higher risk compared to adolescents 
who live in better economic condition, because poverty environment was associated with high 
crime and violence rates (Fitzpatrick, 1997). Across some studies, respondents who reported 
high rates of exposure to community violence tended to come from poor families or 
neighborhood (Buckner et al, 2004; Buka et al, 2001; Fitzpatrick, 1997). As for the structure 
the family, a study by Esbensen, Huizinga, and Menard (1999) found that adolescents who 
living with both biological parents was associated with lower frequency of assault 
victimization. Adolescents are typically under adult supervision and protection, thus they are 
at higher risk to be exposed to violence when they are no enough supervision. Especially for 
male adolescents, McGee et al (2005) found that male living with a single parent could 
increase the likelihood of being exposed to community violence.  
In addition to demographic factors, there are also some personal factors that can 
increase adolescents to expose the community violence. According to Lambert et al (2005) 
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adolescents with aggressive behaviors tend to be at higher risk of being exposed to 
community violence, as they may place themselves in hostile or dangerous situation that 
increase the likelihood that they will experience community violence. Barkin et al (2001) 
found that students who are involved in gang activities reported higher intention to use 
violence than the other students. This circumstance tends to put them at high risk to become 
victims of violence which increases their probability to experience community violence.  
In conclusion, previous studies have indicated that adolescents experience high 
exposure to community violence. The likelihood of being exposed to community violence is 
increased, especially when they are older adolescents, male, have low socioeconomic status, 
live with only one parent, and engaged in aggressive behaviors or involving in gang activities.  
1.2.5 Mental health and Psychological distress  
According to WHO (2001), health  is not about being free from diseases, but rather 
about being in a state of good physical, psychological, and social well-being.  Based on that 
definition, mental health is well reflected as an element of people’s health, however, in most 
part of the world, mental health are not considered as important as physical health. The 
definition of mental health varies from one culture to another, but it is generally agreed that 
mental health is not merely a lack of mental disorder (WHO, 2001). 
People with good mental health can usually be seen from their ability to function 
psychologically, for instance, they are able to realize their own abilities, have the capability to 
cope with the normal daily stress, are able to work productively, and make a contribution to 
their community (WHO, 2010). When they cannot function well psychologically, then they 
may experience psychological distress, a common type of mental health problems. 
Psychological distress emerges as a maladaptive response of the stressful situations that 
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happen every day. As a result of psychological distress, people are not able to work 
productively according to their ability. Payton (2009) suggested that psychological distress 
has a strong negative directional association to mental health, and hence, having a high level 
of psychological distress is an indication of poor mental health condition.  
Mirowsky and Ross (2003) defined psychological distress as a subjectively unpleasant 
circumstance that is perceived by a person. Psychological distress has two major forms, there 
are depression and anxiety. Depression is a feeling of extreme sadness, lonely, hopeless, 
worthless, that may cause sleeping problems, excessive crying, and suicidal ideation. 
Meanwhile, anxiety is indicated by being worried, tensed, irritable, and restless. 
There are some social factors that can affect the level of psychological distress, for 
example, gender, age, socioeconomic status, the number of social support, and undesirable 
events. (Mirowsky & Ross, 2003). Increasing age is associated with low psychological 
distress. In other words, younger people are more likely to experience depression and anxiety. 
This may be due to the better ability of older adults to cope with their daily stress compared to 
younger ones.  Further, women reported to have higher distress than men counterparts.  
Mirowsky & Ross (2003) suggested two perspectives why women reported higher distress 
than men. First perspective is response-bias view, which women suggested to have awareness 
of their emotions and they are more open to talk about their emotions as well compare to men 
without being worried about any stigmatization, thus probably they report distress symptoms 
more than men. Second perspective is the gendered-response view, which suggested that 
women and men respond to the stressor differently. Specifically, women tend to exhibit 
depression in response to the stressors, in the other hand men tend to be more upset and 
angry. 
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Socioeconomic status is also considered as a factor that influences psychological 
distress condition, where people with higher socioeconomic status are more likely to have a 
low level of psychological distress compared to those with lower socioeconomic status 
(Mirowsky & Ross, 2003). Poverty is viewed as a stressful life condition that leads people to 
experience a high level of psychological distress. Socioeconomic is indicated by other 
aspects, such as education, therefore people with a higher level of education tend to have a 
lower of psychological distress compared to those with a lower level of education or no 
education.  
Social support, however, is considered as a protective factor for mental health 
condition, because it can help people to maintain their sense of control, when they are facing 
stressors (Mirowsky & Ross, 2003). Social support is an individual’s perception of having 
others who will care and help people when they are in need. Lastly, undesirable life events 
that tend to occur unexpectedly, either positive or negative can affect people’s level of 
psychological distress, since the unexpected events may make them lose their sense of 
control. Since they feel powerless to avoid the unexpected events and no preparation for the 
following emotional impact, hence, this circumstance possibly leads to a high psychological 
distress. 
1.2.6 Mental health among adolescents 
 As mentioned before, adolescence is a transitional phrase, which caused adolescents 
to experience many changes. Also, they are confronted with numerous events in their daily 
life that are normative in nature (e.g., school tasks), and non-normative events (e.g., 
community violence) (Swanson, 2010). Both the normative and non-normative events may be 
stressful enough for adolescents, and cause them a mental health problem, such as depression 
(Siantz & Dovydaitis, 2010; Costello, Mustillo, Erkanli, Keeler, & Angold, 2003). Previous 
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studies showed that adolescents with mental health problems would have difficulties 
performing daily activities, that may lead to poor grades or low academic achievement 
(Rothon, Head, Clark, Klineber, Cattel, & Stansfeld, 2009; Fröjd, Nissinen, Pelkonen, 
Marttunen, Koivisto, & Kaltiala-Heino, 2008). Specifically, these previous studies found an 
association between high psychological distress and poor academic performance among 
students in senior high school level. A poor mental health condition in adolescents was also 
found to be associated with suicide ideation; therefore the mental health condition of 
adolescents should become our attention since the impacts of mental health in adolescents 
tend to persist through adulthood (Patel et al, 2007). 
Several studies have investigated the prevalence of psychological distress in 
adolescents. National Longitudinal Study of Adolescents Health (AddHealth), which was 
conducted on 13.568 adolescents in the United States, found 30% of respondents reported a 
moderate to severe distress (Rushton, Forcier, & Schectman, 2002). Similarly, a large study 
conducted in Oslo, Norway found that 9.7% boys and 26.7% girls experienced psychological 
distress that was indicated by Hopkins Symptoms Checklist 10 (HSCL-10) (Lien, Green, 
Welander-Vatn & Bjertness, 2009).  
There are studies examining the prevalence of psychological distress in adolescents 
that have been done in Asia as well. A large study in male and female adolescents in China, 
using the Kessler Psychological Distress Scale (K-10), found that the rate of adolescents with 
psychological distress was 40.1% out of the respondents (Huang, Xia, Sun Zhang, & Wu, 
2009). Specifically, they found that out of the total respondents, 27.9% experienced moderate 
psychological distress while 12.2% experienced a severe one. Furthermore, a study conducted 
on secondary school students in Malaysia by Yusoff et al (2011) found that out of 421 male 
and female respondents, 32.8% experienced psychological distress that indicated by the 
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General Health Questionnaire 12 (GHQ-12). The prevalence of mental health among 
adolescents varies from one study to another, which may be due to the chosen measures of 
mental health problems. Globally, WHO (2011) mentioned 20 % of adolescents over the 
world experiencing mental health problems, whereas depression and anxiety are the common 
problems. Therefore, mental health problems in adolescents have become an important issue 
in the public health area, because these psychological impacts are obvious and public health 
practitioners need to focus on the intervention and prevention of the onset of mental health 
problems in adolescents (Patel, 2007). 
Psychological distress in adolescents is also affected by several factors as well, such as 
gender, socioeconomic status, and social support. As mentioned before, women tend to 
experience a higher level of psychological distress level than their men counterpart. Similarly, 
female adolescents reported to have higher level of psychological distress compared to male 
adolescents (Fagg, Curtis, Stansfeld, & Congdon, 2006). Costello et al (2003) conducted a 
study on depressive symptoms and its associated factors among students from public and 
private school in Porto, Portugal. They found that the prevalence of depressive symptoms for 
boys and girls are 8% and 19%, respectively.  
Socioeconomic status has been suggested to be a predictor factor of psychological 
distress in adolescents. Adolescents’ socioeconomic status is usually indicated by their 
parents’ occupation, education, and also household income. Parental education emerges as an 
important point of support for the adolescents, because parents with higher education are 
assumed to be able to create a good and supportive environment for the adolescents’ 
development, also provide emotional supports while they are experiencing any problems. 
Likewise, parents with the good socioeconomic condition are able to avoid the economic 
problems that may lead the family to feeling threatened financially (Mirowsky & Ross, 2003).  
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In previous studies, adolescents from lower social-economic status reported a higher 
psychological distress level compared to those who come from an advantaged family. A study 
conducted in Finland, found that low parental education was associated with girls’ depression 
level, meanwhile, unemployment in the family was associated with boys’ depression level 
(Kaltiala-Heino et al, 2001)  
A family structure can also predict psychological distress in adolescents since the role 
of parents is really important for adolescents’ emotional situations. When adolescents live 
with only one parent, they may receive a limited number of social supports. A study on 
15.428 ninth grade students in Stockholm found that students who live with a single mother or 
father were at a higher risk of mental distress than their counterparts who live in an intact 
family (Jablonska & Lindberg, 2007).  
Adolescents spend more of their time outside the house than before. They start to have 
more activities with their peers, also participate in extracurricular activities. Participation in 
such activities can help the adolescent’s development either in intellectual, psychological, or 
social aspects (Fredricks & Eccles, 2006).  Such positive activities suggested as a protective 
factor for adolescents’ distress. A large longitudinal study conducted on male and female 
adolescents in the United States indicated that greater involvement in extracurricular activity 
was associated with a good academic adjustment, and a low level of psychological distress 
(Fredricks & Eccles, 2006). 
A negative activity such as involvement in a gang activity is considered as a risk factor 
for adolescents’ mental health problems, those who are in a gang is assumed to experience 
more exposure to violence regularly in comparison to those who are not (Monahan, 2013).  A 
study in the United Kingdom among 4.664 men 18-34 years found that gang members show 
more prevalent of mental health problems (25%) than nonviolent men (1%) and violent men 
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(5%), besides the gang member and violent men also reported significantly higher use of 
psychiatric services than nonviolent men (Coid et al, 2013). 
1.2.7 Impact of Community violence on mental health 
 Previous research have consistently demonstrated that exposure to community 
violence has been linked to mental health problems. Wilson & Rosenthal (2003) explained 
that an exposure to community violence can affect the youth’s mental health condition in 
three steps: firstly, exposure to community violence is a stressful experience that requires 
psychological adaptation; secondly, the stressful experience may be too overwhelming and 
the individual may not have the enough adaptive capacity to overcome stress; thirdly, the 
inability to adapt and overcome the stressor then result in psychological distress. Based on 
that explanation, it can be concluded that an exposure to community violence is a social 
stressor that occurs in adolescent’s life, and can have an impact on their psychological 
condition, especially, if they do not have enough capacity to adapt and they are not able to 
overcome the stressors.  
Several types of mental health outcomes that are usually measured as an impact of 
exposure to community violence,  for instance,  Posttraumatic Stress Disorder (PTSD) (Mazza 
& Reynolds, 1999; Aisenberg, Ayon & Orozco-Figueroa, 2008), depression, anxiety or 
psychological distress  (Chen, 2010; Self-Brown et al, 2006; Helweg-Larsen, 2011; Lambert 
et al, 2005; Liu et al, 2011; Ng-Mak, Salzinger, Feldman & Stueve, 2004; Yi et al, 2013),  
low positive youth development or positive self-worth and self-efficacy (McDonald, 2011), 
aggressive or antisocial behavior (Farrell & Bruce, 1997;),  poor school performance (Yi et al, 
2013; Ng-Mak, 2004) and  suicidal ideation (Mazza & Reynolds, 1999).  
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 Depression and anxiety are the most common mental health outcomes reported, and 
used as a mental health indicator in research of exposure to community violence in 
adolescents (Buka et al, 2001; McDonald & Richmond, 2008; Overstreet, 2000). However, 
the discussion of using the depression and anxiety sometimes overlapped with the term 
internalizing symptoms, and as well as emotional distress or psychological distress 
(McDonald & Richmond, 2008).  Growing up in a stressful environment where it is common 
to be exposed to community violence may contribute to feelings of helplessness, hopelessness 
and worthless in adolescents, which may contribute the development of psychological distress 
(Overstreet, 2000). For example, a study of 349 youth aged between 9 to 15 years who 
resided in low-income public housing communities found that increase number of violence 
was associated with increased self-reported distress (Howard, Feigelman, Li, Cross, & 
Rachuba, 2002). Similarly, a study of 471 male and female adolescents found a linear 
relationship between distress and community violence exposure, meaning that the increasing 
of exposure to violence will increase the distress level (Ng-Mak et al, 2004).  Also, a study of 
1.943 Cambodian adolescents, suggested that an exposure to violence was associated with 
depressive symptoms, after controlling for socio-demographic, school factors and family 
factors (Yi et al, 2013).  However, few studies also mentioned conversely, for example, a 
study by Farrel &Bruce (1997) on 436 adolescents in a city in the Southeastern, United States. 
They did not find any significant association between exposure to community violence and 
emotional distress.  
 The association between exposures to community violence and mental health is also 
influenced by several factors, especially demographic factors, such as age, gender, and 
ethnicity (Buka et al 2001). The influence of community violence exposure on male and 
female adolescents varies.  Although, males experience more exposure to community 
violence, girls tend to report more mental health problems. McGee et al (2001) conducted a 
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study on 306 African-American students in the middle and high school levels, who lived in 
Virginia in the United States. They discovered that females who were exposed to community 
violence were more likely to report higher rates of anxiety and depression compared to boys. 
Meanwhile, the boys who witnessed and victimized by community violence tended to exhibit 
an externalizing behavior, such as delinquency. However, meta-analysis by McDonald & 
Richmond (2008) suggested there was little consensus on the effect of community violence on 
male and female adolescents, thus further study is needed to clarify.  
The presence of a mother at home and mother education also affect the association 
between community violence and mental health problems (Overstreet, 2000).  Adolescents 
who live with their mother at home are able to reduce the impact of an exposure to 
community violence, because the mother can serve as a potential support system. A study by 
Overstreet, Dempsey, Graham, and Moely (1999) of 75 low-income African American youth, 
suggested that the mothers’ presence at home could moderate the impact of community 
violence exposure on psychological distress. Mothers’ education was also the one 
characteristic that indicates a family’s capability to provide a dependable and supportive 
system which could help the young people to overcome the impact of community violence 
events.  
1.2.8 Indonesia  
Indonesia is an archipelago country that is located in Southeast of Asia. There are 34 
provinces in Indonesia with Jakarta as the capital city. The total population in Indonesia in 
2012 reached about 247 million people, and thus put Indonesia as the fourth most populous 
country in the world, with a largest Moslem population in the world as well. According to 
World Bank, the Gross Domestic Product (GDP) of Indonesia in 2012 was worth 878 Billion 
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US dollars, with 6.2% growth. Indonesia had a 12 % ratio of national poverty line in 2012 
(World Bank, 2012).  Indonesia currency is Indonesia Rupiah (IDR). According WHO, in 
2011, the life expectancy at birth in Indonesia were 68 and 71 years for male and female 
respectively. Similar to other developing countries, people’s mental health condition in 
Indonesia has been a low priority for the government as well as practitioners and researchers 
in comparison to other diseases (Maramis, Tuan, & Minas, 2011).  
1.2.9 Adolescents in Indonesia  
Similar to most adolescents in other countries, Indonesian children reach adolescence 
when they are around 12 to 19. Most Indonesian youth still lives with their parents unless they 
have to leave home for educational or vocational reasons. According to the Indonesian 
Central Statistical Bureau (BPS, 2013), the total number of youth (10-19 years old) in 
Indonesia in 2013 were approximately 20.6 million for male and 19,9 million for female, 
which means about 16.7% of the total population in Indonesia are adolescents.   
There are only few available recent scientific studies examining adolescents in 
Indonesia.  One available study was the Global School-Based Student Health Survey (GSHS) 
project  that was conducted collaboratively by Indonesia Ministry of Health, Indonesia 
Ministry of Education, and WHO (Soerachman, 2007). They did a large survey in on 3.116 
Indonesian students aged between 13-16 years old enrolled in 49 middle schools. One of the 
aims of the GSHS project was to investigate several types of violence that had been 
experienced by the students. It was found that 33.6% of respondents involved in a physical 
fight one or more times during the past 12 months, with boys reported higher likelihood than 
female. In addition, 55 % of boys and 47% of girls were bullied on one or more days during 
the past 30 days. These showed that middle school students did experience violence, 
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especially in the school setting. However the GSHS project did not investigate the students’ 
experience of exposure to violence outside the school settings, thus, there is a lack of 
information regarding how violence is experienced by adolescents in a larger community.   
Furthermore, in regards to mental health condition, the GSHS project found that that 
8.6% of the respondents reported feeling lonely and 7.7% of them reported feeling worried 
and unable to sleep at night. In addition, there was about 20-22% of respondents reported 
feeling sad and hopeless most of the time that they stopped doing their daily activities. 
Although some limitations were found in the GSHS project, such as unable to capture the 
actual experience of violence and the actual mental health condition, this project still provides 
enough basic information about violence and mental health in adolescents in Indonesia 
Between the year of 2012 and 2013, Indonesians were surprised by several violence 
cases that involved adolescents in some big cities in Indonesia, for example in Jakarta. 
Several brawl incidents between two groups of students had caused some students lives 
(Mahditama, 2012). A survey conducted by The Indonesian Child Protection Commission 
(KPAI) on 1000 students from elementary to senior high school in nine provinces in 
Indonesia showed that 87% respondents reported having been exposed to physical abuse at 
school (Sagita & Tambun, 2013). Based on the survey results, it can be assumed that 
adolescents are at risk of experiencing violence and mental health problem. However, 
violence and mental health issues have not been a priority concern in developing country, 
such as Indonesia. Most Indonesian people are also unaware about how to deal with mental 
health problems because of their limited information and knowledge about mental health 
issues; also stigmatization has put people with mental health problems in a difficult place. In 
conclusion, only a couple of studies related violence and mental health among adolescents in 
Indonesia existed, however the existed literature showed that further investigation is needed 
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in regards to study the exposure to violence and mental health problems in Indonesian 
adolescents. 
  
1.2.10 The school system in Indonesia  
Public schools in Indonesia are managed either by the Ministry of Education and 
Culture, whereas private schools (either general or religion based) are managed by private 
foundations but still supervised by the ministry of Education and Culture. Every school has 
different number of students in their classroom and also the total number of the classroom for 
each batch. Mostly, each class in the public school has approximately 30 to 40 students. 
Nevertheless, in several private schools the number is smaller than in public schools, 
approximately 20 to 30 students per class.  Based on national survey on 2012, school 
participation rate in Indonesia for children age 13-15 years old and 16-18 years old were 
89.66%, and 61.06% (BPS, 2012). 
Most schools in Indonesia also provided a couple of school counselor to guide and 
assist the students in dealing with both academic and non-academic problems at their school. 
However the number of counselors, most of the time, is not enough to accommodate the 
students’ counseling needs. Also, most students do not feel comfortable asking for 
counselor’s help as they will be labeled as troubled students.  
1.3 Rationale for the study 
Most studies related to violence and mental health problems in developing countries 
tend to focus on post-war conflict as well as post-disaster situations. (Panter-Brick, 
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Eggerman, Gonzalez, & Safdar, 2009; Souza, Bernatsky, Reyes, & Jong, 2007). Only a few 
studies have been conducted in developing country related to community violence and mental 
health.  For example a study by Yi et al (2013) that investigated exposure to violence in 
relation with mental health among male and female adolescents in Cambodia. Also a study by 
Choo, Dunne, Marret, Fleming, and Wong (2010) in Malaysia that investigated the 
victimization experiences of adolescents. These two past studies show us that exposure to 
community violence is not only experienced by adolescents in developing country but also 
affects their mental health condition.  
Research on violence and mental health in Indonesia has been limited; however the 
available literature showed that Indonesian adolescents experienced a high rate of violence 
and mental health problems. Therefore the present study aims to examine both the prevalence 
of community violence and mental health of adolescents in Indonesia as there has been a 
limited number of past studies that examined the prevalence of both mental health and 
community violence in adolescents. Unlike previous surveys conducted in Indonesia, the 
present study will use valid measurement to gain valid and reliable data. A study examining 
the prevalence rate of community violence and mental health is important and needed so that 
health practitioners are able to design the prevention programs in the future. Another aim of 
the present study is to examine the association between community violence and mental 
health condition that will be indicated by the psychological distress experienced by 
adolescents in Indonesia. Since exposure to community violence and adolescents’ mental 
health is affected by some socio-demographic characteristics, the socio-demographic 
variables are then need to be controlled for, so that it gives us a clearer description regarding 
the relationship between community violence and mental health conditions.  
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1.4 Objectives the study 
General Objectives: 
To examine the relationship between exposure to community violence and mental 
health among adolescents in a school-based study in Indonesia 
Specific objectives 
1. To study of the prevalence rate of exposure to community violence among adolescents 
in a school-based sample in Indonesia 
2. To Study of the prevalence of mental health problems among adolescents in a school-
based sample in Indonesia 
3. To study of the association between exposure to community violence and mental 
health problems  
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2 Research Methodology 
2.1 Study Design 
We used the quantitative research method with a cross-sectional design  to study 
exposure to community violence and mental health. Quantitative study is usually used to 
study the prevalence and epidemiology research in the public health area, and it is more 
concerned to see the relationship between the research variables (Baum, 1995).  The formal 
and systematic measurement and statistical analysis method to obtain findings is a key feature 
in quantitative method (Kerlinger and Lee, 2000).   
Further, we measured the independent  and dependent variable at the same time, with 
the individuals as the unit of analysis, this was classified as a cross sectional design (Kerlinger 
and Lee, 2000). The advantage of having a cross- sectional study is the cost-effectiveness,  
also requires less time, effort and money (Kerlinger and Lee, 2000). However, there are also 
several limitations with this design. This design is not able to provide causal evidence of the 
predictors and the outcomes (Compass, 2004). 
2.2 The Study Site 
The present study was conducted in Kotamadya Depok, were administratively located 
under province of West Java, Indonesia.  Depok consists of eleven sub-districts, and it is an 
administrative area bordering Jakarta. It is also known as the satellite city of Jakarta since 
many people are living in Depok and have to mobilize to Jakarta every day because of 
vocational reasons. The population in Depok based on Bappeda or Agency for Regional 
Development in 2012 reached about 1.898. 567 people, comprising 50.66% male and 49.34% 
female.  
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Several brawl events between group of students as well as other type of community 
violence existed in Depok, but media attention had not been as considerable as in Jakarta, 
besides, KPAI mentioned Depok as the most dangerous city for child and adolescents 
(Siregar, 2012). Hence, we chose Depok as a research location.  Further, in the year of 2009, 
the participation rate of senior high school in Depok was 67.11% (Bappeda, 2009), therefore, 
school population can give representativeness for the adolescents in Depok.  
2.3 Target population and Sampling Method 
The target population in the present study was students in senior high and vocational 
school that registered in Board of Education Depok.  Specifically, the target population was 
10
th
 grade students, the reason to choose the 10
th
 grade students was due to the planning to 
conduct a longitudinal study in the future, so this population still had two years at their 
schools to be followed up. The respondents were chosen in the present study based on their 
schools, and we targeted 500 students from five different schools. By these 500 respondents, 
this research would have power 99% with significance level 0.05 (Lenth, 2006). At first, we 
targeted to have 100 respondents randomly at class 10
th
 grade from each school with the 
assumption that each school had more than 100 students.  
Firstly, we chose five schools randomly from the list that we collected from Board of 
Education Depok. Random sampling is the sample method that every element of the 
population has an equal probability of being included in the sample (Kerlinger & Lee, 2000). 
The list consists of 158 schools that were divided into 57 senior high schools and 101 
vocational schools both of public and private schools. We obtained one public senior high 
school, one private senior Islamic high school, and three private vocational schools. 
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 The next step, we went to each school and asked their permission and assistance 
during the data collection period. All five schools’ authority agreed to participate, and they 
gave us the list of the students. Since some of the schools had only few numbers of students, 
therefore, they could not provide 100 respondents. Thus, we decided to invite all 10
th
 grade 
students from each school that have been chosen to fulfill our target sample. By doing this, 
the risk of sampling error was reduced because we included the school with a small number of 
students. Also, we could know the condition in school with small number students and large 
number students as well. As a result, 728 students from the chosen schools were invited to 
participate in this study (for the details about the respondents see Table 1 in the result part).   
 Among the schools, we could categorize into three categories based on the total 
number of the students, there were large, medium and small. Large school was the school 
with total number of students more than 500 students, medium school was the school with 
total number of students between 100 to 500 students, and small school if the total student 
was less than 100. In this study, one school was categorized as a large school, two schools 
were medium schools, and two schools were categorized as small schools. 
2.4 Data Collection Procedure 
We went to each school that had been selected. Next, we visited every 10th grade 
class in those schools to inform the students about our study. Then, we delivered the 
invitation letter including the informed consent to them. We also asked them to give the 
informed consent and information about the study to their parents. We informed them that we 
would come again at the specified time to run the study, and they need to bring the informed 
consents from their parents and their informed consent as well. Only the students who brought 
the informed consents from parents and their willingness to participate were allowed to 
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participate. In addition, we also informed them that this study was not a voluntary activity, so 
they would not get any sanction or punishment if they were not willing to participate from 
their schools.  
Next, we went to the school at the time agreed upon in the previous meeting. Then, we 
collected both of the informed consent from each student. The students who were not willing 
to participate and/or did not get permission from the parents were not allowed to participate 
and they were asked to wait outside the classroom during the data collection process. For 
large and medium schools, we came to each class to give the questionnaire. While, for small 
schools we placed students from all classes in the school into one class. The respondents were 
asked to complete a questionnaire. The data collection process for each class spent 
approximately 45 minutes. Further, we also gave snacks and souvenir to the respondents over 
the collecting data time to appreciate their participation in our study and as compensation for 
taking their time. 
2.5 Measurements or Instruments 
We used questionnaires to obtain the information from the respondents. The 
questionnaire consisted with several parts; there were community violence instrument, mental 
health instrument, and socio-demographic characteristics information. 
2.5.1 Community violence instrument 
To assess the community violence exposure, the present study used an instrument that 
called Kid Screen for Adolescent Violence Exposure (KID-SAVE) that was developed by 
Flowers, Hastings, & Kelley (2000). This instrument was adapted from Screen for Adolescent 
Violence Exposure (SAVE) instrument which was a self-reported instrument to assess the 
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frequency of exposure to community violence with consideration to the relevant setting of 
violence (home, school, and neighborhood) among adolescents during the prior year. KID-
SAVE has identical item content with the SAVE instruments, although the setting of each 
accident was omitted and use just a three responses Likert scale (never, sometimes, a lot) 
rather than five scales to increase simplicity (Flower, et al, 2000). Total frequency scores will 
be obtained by summing up the frequency subscales (0=never, 1=sometimes, 2= a lot). A 
higher score indicates respondents have higher exposure to community violence. The KID-
SAVE has 34 items which has three factors that were divided based on the severity. These 
factors are:  
1. Indirect violence  
Indirect violence is witnessing the interpersonal violence. It could be seeing or hearing 
about the violent events that give less severe impacts.  
Example item: “I have heard about someone getting attacked with a knife” and “I have 
seen someone get badly hurt"  
2. Traumatic violence 
Traumatic violence is the violent event both victimization and witnessing, that might 
affect the victim severely. Traumatic violence contains violent events that related to 
death or serious injury.  
Example Item: “I have seen someone get attacked with a knife” and “Someone has 
attacked me with a knife”. 
3. Physical or verbal abuse,  
Physical or verbal abuse is the direct and indirect violence that might affect less 
severely than the traumatic violence.  
Example item: “I have been badly hurt” and “I have seen someone get badly hurt”. 
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KID-SAVE instrument has good validity, and its total frequency exposure scores have 
a significant correlation with the total score of Trauma Symptoms Checklist for Children 
(TSC-C). Also KID-SAVE shows having a good reliability score, and the alpha coefficient 
for the total frequency score is .86 (Flower, Hastings, & Kelley, 2000) 
In the present study, we used the KID-SAVE instruments which had been translated 
into Bahasa Indonesia by a team in the Faculty of Psychology, University of Indonesia. The 
instrument we used did not include several items related to gun violence, as consideration in 
Indonesia it is illegal for somebody to have a gun. Thus, violent with a gun is an unusual 
event that happened in Indonesia. Therefore, there were only 21 items used in this study. 
 For the purpose of the study, we counted the exposure by summing up the total 
frequency subscales for all items that indicates the total exposure to community violence 
among the respondents. Also, we used the frequency scale to see the prevalence of each type 
of exposure to community violence by following: 
a. Events or items which were most frequently experienced called “a lot” 
b. Events or items which were experienced sometimes called  “some” 
c. Events or times which were not reported or never experienced at all called “never” 
2.5.2 Mental health instruments  
Mental health problem in the present study was indicated by individual’s 
psychological distress level. Psychological distress was measured by the Hopkins Symptoms 
Check List 25 (HSCL-25). The HSCL-25 is an inventory which consists of 25 items that 
indicates the depression and anxiety symptoms in the past week.  It is a self-reported 
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instrument, which comprises 15 items of depression symptoms and 10 items of anxiety 
symptoms (Strand, Dalgard, Tambs, & Rognerud, 2003). This instrument is appropriate to be 
used among the adolescent population, both in developed as well as developing country 
settings (Kirk Felsman, Leong, Johnson, & Felsman, 1990; Strand et al, 2003).  
 The HSCL-25 has the scale from 1 meaning “not at all” to 4 meaning “extremely”. 
The total HSCL-25 score is computed by dividing the sum of the number of items, and, 
clinically, a score equal or higher than 1.75 is defined as “cases” or high psychological 
distress. The HSCL-25 is a reliable instrument to identify unspecified distress, adjustment to 
somatic illness and difficult life conditions, and also a good instrument to be used in an 
epidemiological study, and it also had been adapted into several developing countries (Kaaya, 
et al 2002; Sandanger et al, 1999; Ventevogel et al, 2007).  In this study, we used HSCL-25 
that have used in a study in Indonesia before (Turnip & Hauff, 2007).  Information from the 
HSCL-25 was analyzed both by using the continuous score and categorical form by the cut-
off 1.75 to give clear picture related to a mental health situation among the respondents.  
2.5.3 Socio-demographic characteristics 
In this study, several socio-demographic variables were included,  
1. Age of the respondent was classified by: 
a. ≤15 year 
b. >15 year 
2. Gender of the respondent was classified by: 
a. Boys  
b. Girls 
3. School of the respondent was classified by: 
a. School 1 
b. School 2 
c. School 3 
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d. School 4 
e. School 5 
 
4. Parents level of education was classified by: 
a. Low (if both parents had less than 9 years education) 
b. Medium (if one of the parents had 12 years education) 
c. High (if one of the parents had university degree education) 
5. Type of family was classified by: 
a. Nuclear family (if the respondents living with both biological parents) 
b. Single parents (if the respondents living with one single parent only) 
c. Step parents (if the respondents living with step parents) 
d. Others (if the respondents not living with the parents) 
6. Father occupation was classified by: 
a. Unemployed  
b. Labour (blue collar workers) 
c. Civil servant  
d. Private and self-employed 
e. Other (medical doctor, lawyer, teacher) 
7. Pocket Money was classified by: 
a. ≤IDR. 10.000 (≤ 1US$) 
b. IDR. 11.000-20.000 (1-2US$) 
c. >IDR 20.000 (>2$) 
8. Mother present at home was classified by: 
a. Yes (if the mother did not have any occupation) 
b. No (if the mother had occupation) 
9. Positive activity was classified by: 
a. Yes (sport, art and religion or youth organization activities) 
b. No  
10. Negative activity was classified by: 
a. Yes (school gang, motorcycle gang) 
b. No 
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2.6 Analysis 
Descriptive statistical analysis was used in this study to analyst the data and to 
describe the characteristics of the sample and also to show the prevalence of exposure to 
community violence and psychological distress. In addition, the T-test and ANOVA test were 
run to see the mean differences between two groups and to see the mean differences more 
than two groups. Lastly, univariate and multivariate binary logistic regression were performed 
to see the association between the independent and dependent variables. In this study, we used 
0.05 as the level of significance. All the statistical analyzes were run by Statistical Package 
for the Social Sciences (SPSS) version 20.   
2.7 Ethical consideration 
The approval and ethical clearance for this study was obtained from the Regional 
Committee for Medical Research Ethic (REK). Further, the study also obtained a research 
permit from the Board of Education Depok.   
2.7.1 Risks 
Trauma-focused research studies can impact the respondents’ distress condition 
because of the nature of the research process. Since, the researchers frequently asked the 
respondents to recount their traumatic live events and circumstances in great detail, through 
the use written narratives or questionnaires (Legerski & Bunnell, 2010). However, the 
possible risks in this study were minimized by following these circumstances: 
1. Informed consent 
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Informed consent has an important role in the research studies. The informed consent 
function is to protect the respondents from the exploitation from the researcher. On study 
related trauma-focus and mental health research, informed consent is needed as well since 
this is able to avoid the respondents to feel coerced, harmed, or tricked from the 
participation (Newman, Walker & Gefland, 1999) 
In the present study, information letter and informed consent were distributed before the 
study was run. Both information letter and informed consents were divided into two 
versions, for students and for the parents. All necessary information about the study was 
given in the information letter. We distributed the information letter and informed consent to 
the students. We also asked them to give the parent information letter and informed consent 
of their parents. Information letter included the researcher’s telephone number and e-mail 
address, thus, the students and the parents could contact the researcher if they needed further 
information about the study 
2. Confidentiality   
Because of the nature of personal and sensitive information from the potential respondents, 
confidentiality of the data needs to be guaranteed. In this study, the respondents’ 
confidentiality was kept by making the questionnaires anonym. The respondents already 
informed about the guaranteed confidentiality in informed consent. Additionally, we 
requested the respondents to put their name and their questionnaire number in a separate 
paper. The reason why we did this because we intended to conduct longitudinal study in the 
future, so we need to know which questionnaires belong to each of the respondents. To 
protect the respondents’ confidentiality, the paper with their name and their questionnaire 
number kept in a separate place with their questionnaire and only the research teams have 
access on it. 
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Furthermore, providing good research assistants was needed for trauma research 
studies. As Jacomb, Jorm, Rodgers, Korten, Henderson, & Christensen, H (1998) stated that 
it was important to minimize the consequence of the risk by training interviewers to be 
aware of this and providing them with skills to recognize and handle distress. In this study, 
the data were collected in class settings. When we were collecting the data, there were 
research assistants who helped the main researcher. These research assistants have 
counseling skill and are able to handle possible distress amongst the respondents 
Similarly, the possible risk also could happen for another party. The risk could impact 
the school as a group as well. Stigmatization is the risk that could be obtained by the 
schools. Since, we have looked for the prevalence of the students from the schools; as a 
result, the schools which participated in the present study were possible to be stigmatized if 
their students have a high prevalence of mental health problems and also high exposure to 
the community violence. To avoid the stigmatization, when we announce the result of the 
study, the school’s name would be concealed.  
2.7.2 Benefits 
 Despite of the possible risk to experience distress in the process of the process of 
trauma-focus and mental health research, there are also benefits for the respondents. Several 
articles have documented the benefit of trauma-research studies, for example, Griffin, Resick, 
Waldrop & Mechanic (2003) that found that the experience of participation in trauma-focused 
research was considered as a positive and interesting experience. Positive reactions following 
participation in psychiatric research are generally more common than negative ones, and the 
distress is seen in a somewhat minority of respondents in the studies examining trauma and 
other adverse life experience (Jorm, Kelly & Morgan 2007). Labott & Johnson (2004) also 
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suggest that studies on violence and trauma may provide some benefits, for example, it might 
be a way for individuals to begin to seek help from professionals, or as a way to begin to use a 
negative experience to potentially help others.  
During the data collection, we did not find any respondents who got uncomfortable 
during the data collection, some of them also told us that filling the questionnaire (especially 
the HSCL-25 part) actually helped them to identify and realize the problems that they had. 
Further, all the respondents were not feeling regret to participate, it could be seen by nobody 
wanted to remove their participation after collecting the data.  
Moreover, this research also could bring some benefit for others, for instance society 
and science. To the best of our knowledge, no similar study has been done so far in Indonesia. 
So this study will be helpful to provide new scientific information.  One of the objectives of 
the present study is to see the prevalence of exposure to community violence and mental 
health among adolescent, so the results of the current study could be a baseline data for the 
health policy maker and also school authorities in Indonesia generally and Depok specifically, 
to improve the health policy especially about mental health and trauma of violence among the 
adolescents. Besides, the result of this study would improve the knowledge about the 
relationship between exposure to community violence and mental health, especially in 
developing country context, where the research on these topics is limited.  
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3 Results 
3.1 Response Rate and Socio-demographic Characteristics  
Out of the total 728 students whom we invited to participate, only 82.8% of them were 
able to participate in the present study. Most of the remaining students, who did not 
participate in this study (8.2%), could not obtain parental consent. A detailed description 
about the response rate of each school can be seen in Table 1. The school with the lowest 
participation rate was School 3 (58.3%), while the school with the highest participation rate 
was School 4 (91.9%). Based on the three categories of school-size, School 1 and School 4 
were categorized as medium sized school, whereas School 2 and School 3 were categorized as 
small sized school and School 5 was categorized as large sized school.  
Table 1. Response rate by school 
School 
Number of invited students 
(population) 
Number Participated (%) 
1 128 117 (91.4) 
2 20 12 (60) 
3 36 21(58.3) 
4 149 137 (91.9) 
5 395 316 (80) 
Total  728 603 (82.8) 
 
Table 2 shows the socio-demographic information of the respondents in the present 
study. Out of total respondents, 43.9% of them were males and the remaining were females. 
The respondents’ age ranged from 13 to 19 years with a mean age of 14.9 years (SD=0.574). 
The majority of the respondents were from families with high education background (65%). 
Most respondents lived in nuclear families (84.9%), and the proportion of boys who lived 
with one parent (10.2%) was higher compared to girls (8.6%).  
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Most of the respondents’ father worked in private sectors and self-employed (67.7%). 
Moreover, the majority of the respondents had pocket money ranging from IDR.11.000 to 
IDR 20.000 (1-2US$) per day (52.5%). There were 52.2% of the respondents who had stay-
at-home mother.  The majority of the respondents (83.2%) participated in positive activities, 
with more boys engaged in positive activities than girls did. Meanwhile, 7.9% of total 
respondents had negative activities, with the girls engaged more in negative activities than 
boys. 
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Table 2. Demographics of the respondents 
Variables 
  
Total (%) Boys (%) Girls (%) 
Age 
≤15 554 (92.3) 238 (90.2) 316 (94) 
>15 46 (7.7) 26 (9.8) 20 (6) 
School  
School 1 117 (19.4) 54 (20.4) 63 (18.6) 
School  2 12 (2) 3 (1.1) 9 (2.7) 
School 3 21 (3.5) 9 (3.4) 12 (3.6) 
School 4 137 (22.7) 67 (25.3) 70 (20.7) 
School 5 316 (52.4) 132 (49.8) 184 (54.4) 
Parents level of 
education 
Low 24 (4) 7 (2.7) 17 (5.1) 
Medium 182 (39.5) 78 (29.8) 104 (31) 
High 391 (65.5) 177 (67.6) 214 (63.9) 
Type of family 
Nuclear 511 (84.9) 226 (85.6) 285 (84.3) 
Single parents 56 (9.3) 27 (10.2) 29 (8.6) 
Step parents 19 (3.2) 7 (2.7) 12 (3.6) 
Other 16 (2.7) 4 (1.5) 12 (3.6) 
Father occupation 
  
Unemployed 22 (3.8) 5 (2) 17 (5.2) 
Labour 20 (3.4) 11 (4.2) 9 (2.7) 
Civil servant 
113 
(19.4) 
54 (21.3) 59 (17.9) 
Private and Self 
employed 
394 
(67.7) 
165 (65.2) 229 (69.6) 
Other 33 (5.7) 18 (7.1) 15 (4.6) 
Pocket money  
≤IDR. 10.000 
(≤ 1US$) 
179 (30.1) 77 (29.5) 102 (30.6) 
IDR. 11.000-
20.000 (1-
2US$) 
312 (52.5) 133 (51) 179 (53.8) 
>IDR 20.000 
(>2US$) 
103 (17.3) 51 (19.5) 52 (15.6) 
Mother present at 
home 
Yes 336 (56.2) 150 (57.3) 186  (55.4) 
No 262 (43.8) 112 (42.7) 150 (44.6) 
Positive activity 
Yes 496 (83.2) 226 (85.6) 270 (81.3) 
No 100 (16.8) 38 (14.4) 62 (18.7) 
Negative activity 
Yes 47 (7.9) 18 (6.8) 29 (8.7) 
No 551 (92.1)  246 (93.2) 305 (91.3) 
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3.2 Prevalence of exposure to community violence 
3.2.1 Prevalence of total exposure to community violence  
In this part, we did not include the respondents who did not complete the KID-SAVE 
instrument. Figure 1 shows the distribution of the frequency of the total score of exposure to 
community violence among the respondents. The total score of exposure to community 
violence score in the present study was ranged from 0 to 28. There were only three 
respondents who had never been exposed to community violence while 99.5% of the 
respondents have experienced at least one exposure to community violence. The mean of total 
scores of exposure to community violence was 8.81 (SD ± 4.74).  
 
 
 
Figure 1.  Distribution of total score of exposure to community violence among the respondents 
 
As can be seen in Table 3, male respondents had a higher mean total score of exposure 
to community violence compared to female respondents. School 2 had the lowest mean score 
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of the total exposure to community violence compared to other schools. School 3 had the 
highest mean score of exposure to community violence compared to other schools. 
Respondents whose parents had a medium level of education showed a higher mean score of 
total exposure to community violence) compared to those whose parents had a low and high 
level education. In terms of the structure of the family, respondents with a single parent 
reported the highest mean score of exposure to community violence compared to the other 
groups. Respondents from a nuclear family had the lowest mean score of exposure to 
community violence compared to the other groups. Respondents with a mother present at 
home showed a lower mean score of exposure to community violence compared to those 
without mothers at home. Moreover, in terms of the father’s occupation, respondents with a 
labour father had the highest mean score of exposure to community violence followed by 
respondents with an unemployed father. 
Respondents with a mother present at home showed a lower mean score of exposure to 
community violence (8.48 ± 4.46) compared to those without mothers at home (9.23 ± 5.06). 
Further, the respondents with positive activities reported a higher mean score of exposure to 
community violence compared to those who did not have any positive. Respondents with 
negative activities had a lower mean of exposure to community violence than those who did 
not involve in negative activities.  
We also ran the T-test and ANOVA test to assess the mean differences of total mean 
scores of exposure to community violence in relation to the socio-demographic 
characteristics.  There was a significant difference between boys and girls, where boys tend to 
have higher scores of exposure to community violence compared to girls. There was also a 
significant difference of total score exposure to community violence by school factors. 
However, there were no significant differences among others socio-demographic factors. 
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Table 3.  Mean score of exposure to community violence by sociodemogprahic characteristics of the respondents 
 Variables   
Number of 
respondents 
Mean ±SD 
Mean (CI 
95%)  
P-
Value 
Age 
≤15 533 8.82± 4.8  (8.41, 9.23) 
0.93 
>15 41 8.42 ± 4.02  (7.94, 8.91) 
Gender 
Boys 248 9.32 ± 5.03  (8.69, 9.95) P<0.0
5 Girls 329 8.42 ± 4.47  (7.94, 8.91) 
School 
School 1 114 6.92 ± 3.96  (6.19, 7.66) 
P<0.0
5 
School 2 12 4.67 ± 3.2  (2.63, 670) 
School 3 18 
10.22 ± 
4.37 
 (8.05, 12.39) 
School 4 129 
10.01 ± 
4.96 
 (9.14, 10.88) 
School 5 304 9.09 ± 4.70  (8.56, 9.62) 
Parents 
level of 
education 
Low 23 9.13 ± 4.43  (7.21, 11.05) 
0.191 Medium 172 9.31 ±  4.62  (8.62, 10.01) 
High 377 8.54 ± 4.74  (8.06, 9.02) 
Type of 
family 
Nuclear 489 8.69 ±  4.71  (8.27, 9.10) 
0.383 
Single parents 55 9.84 ± 4.95  (8.50, 11.17) 
Step parents 18 9.22 ± 3.4  (7.53, 10.92) 
Other 14 8.86 ±  6.01  (5.39, 12.33) 
Father 
occupation 
Unemployed 20 
10.15 ± 
5.26  
 (7.69, 12.61) 
0.209 
Labour 20 
10.45 ± 
4.78 
 (8.21, 12.69) 
Civil servant 105 8.93 ± 5.26  (7.92, 9.95) 
Private and Self 
employed 
381 8.60 ± 4.5 ( 8.14, 9.05) 
Other 31 7.94 ± 4.67  (6.22, 9.66) 
Pocket 
money  
≤IDR. 10.000 (≤ 1US$) 174 8.76 ± 4.7   (8.06, 9.47) 
0.979 
IDR. 11.000-20.000 (1-
2US$) 
296 8.83 ± 4.56  (8.31, 9.36) 
>IDR 20.000 (>2$) 98 8.88 ±  5.06  (7.86, 9.89) 
Mother 
present at 
home 
Yes 320 8.48 ±  4.46  (7.99, 8.97) 
0.067 
No 253 9.23 ± 5.06  (8.60, 9.85) 
Positive 
activity 
Yes 476 8.86 ± 4.65  (8.44, 9.27) 
0.646 
No 95 8.61 ± 5.17  (7.56, 9.66) 
Negative 
activity 
Yes 45 8.60 ± 5.87  (6.84, 10.36) 
0.815 
No 528 8.81 ± 4.64  (8.41, 9.21) 
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3.2.2 Prevalence of types of exposure to community violence  
In this part, the prevalence of exposure to community violence by the types of 
violence would be presented. Table 4 shows the prevalence of types of exposure to 
community violence among respondents. Three most prevalent types of violence in the 
present study were categorized as indirect violence. The most prevalent event was “I have 
seen people scream at each other” experienced by 86.6% of the respondents. The second 
highest type of violence was “I have heard someone get badly hurt” experienced by 68.8% of 
the respondents. The third was “I have heard about someone getting attacked with a knife” 
that was experienced by 64% respondents. There were also several types of exposure to 
community violence that experienced by more than 50% of the respondents, which were “I 
have seen the police arrest someone” (58.7%), “I have heard somebody killed” (57.1%), and 
“I have seen someone carry a knife” (51.8%)  
 In addition, among the direct violence items, “Grown-ups (home or neighborhood) 
scream at me” was prevalent among the respondents; which was experienced by 50.9% of the 
respondents. “Someone my age hit me” was the second highest of direct violence in the 
present study that was experienced by 32.9% of the respondents.  Also, 25.6% of the 
respondents reported “Someone has threatened to beat me up”.   
Generally, boys showed a higher prevalence of almost every type of exposure to 
community violence compared to girls. However, some types of community violence showed 
that girls reported a higher prevalence than boys. Girls reported higher in item, such as “I 
have heard about someone getting attacked with a knife” and “Grown-ups (home or 
neighborhood) scream at me”, “grown-ups (home or neighborhood) hit me” and “I have heard 
somebody killed” compared to boys. 
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Table 4. Prevalence of type of exposure to community violence 
Type of exposure to community 
violence 
Boys Girls Total 
A Lot 
(%) 
Some 
(%) 
Never 
(%) 
A Lot 
(%) 
Some 
(%) 
Never 
(%) 
Yes 
(%) 
No (%) 
1. I have heard about someone 
getting attacked with a knife 
36 (13.9) 125 (48.3) 98 (37.8) 61 (18.2) 
158 
(47.2) 
116 
(34.6) 
380 
(64.0) 
214 
(36.0) 
2. I have seen the police arrest 
someone 
41 (15.9) 128 (49.6) 89 (34.5) 40 (11.9) 
140 
(41.5) 
157 
(46.6) 
349 
(58.7) 
246 
(41.3) 
3. I have seen someone get 
attacked with a knife 
7 (2.7) 40 (15.2) 
216 
(81.5) 
7 (2.1) 48 (14.3) 
280 
(83.6) 
102 
(17.1) 
496 
(82.9) 
4. I have seen someone get badly 
hurt 
10 (3.8) 73 (27.9) 
179 
(68.3) 
11 (3.3) 
105 
(31.3) 
219 
(65.4) 
199 
(33.3) 
398 
(66.7) 
5. Someone has pulled knife on me 4 (1.5) 14 (5.3) 
244 
(93.1) 
0 3 (0.9) 
333 
(99.1) 
21 
(3.5) 
577 
(96.5) 
6. I have seen somebody get killed 4 (1.5) 7 (2.7) 
250 
(95.8) 
2(0.6) 11 (3.3) 
323 
(96.1) 
24 
(4.0) 
573 
(96.0) 
7. Grown-ups (home or 
neighborhood) scream at me 
30 (11.5) 103 (39.6) 
127 
(48.8) 
41 (12.2) 
130 
(38.6) 
166 
(49.3) 
304 
(50.9) 
293 
(49.1) 
8. I have seen a grown up hit a 
children 
21 (8.1) 132 (50.8) 
107 
(41.2) 
35 (10.4) 
187 
(55.5) 
115 
(34.1) 
375 
(62.2) 
222 
(37.2) 
9. Someone has threatened to beat 
me up 
9 (3.4) 99 (37.9) 
153 
(58.6) 
4 (1.2) 41 (12.2) 
291 
(86.6) 
153 
(25.6) 
444 
(74.4) 
10. I have seen people scream at 
each other 
73 (27.8) 154 (58.6) 36 (13.7) 
107  
(31.8) 
186 
(55.2) 
44 (13.1) 
520 
(86.7) 
80 (13.3) 
11. I have seen someone carry a 
knife 
29 (11.1) 131 (50) 
102 
(38.9) 
14 (4.2) 
136 
(40.5) 
186 
(55.4) 
310 
(51.8) 
288 
(48.2) 
12. Grown-ups (home or 
neighborhoods) hit me 
2 (0.8) 18 (6.9) 
242 
(92.4) 
1 (0.3) 32 (9.5) 
304 
(90.2) 
53 
(8.8) 
546 
(91.2) 
13. I have seen a kid hit a grownup 9 (3.4) 74 (28.4) 
178 
(68.2) 
16 (4.8) 
116 
(34.5) 
204 
(60.7) 
215 
(36.0) 
382 
(64.0) 
14. I have heard somebody killed 38 (14.4) 105 (39.9) 
120 
(45.6) 
46 (13.7) 
153 
(45.5) 
137 
(40.8) 
342 
(57.1) 
257 
(42.9) 
15. I have been attacked with a knife 0 9 (3.4) 
253 
(96.9) 
1 (0.3) 3 (0.9) 
333 
(98.8) 
13 
(2.2) 
586 
(97.8) 
16. I have been badly hurt 1 (0.4) 8 (3.1) 
252 
(96.6) 
0 9 (2.7) 
328 
(97.3) 
18 
(3.0) 
580 
(97.0) 
17. I have heard someone get badly 
hurt 
26 (9.9) 155 (59.2) 81 (30.9) 33 (9.8) 
198 
(58.8) 
106 
(31.5) 
412 
(68.8) 
187 
(31.2) 
18. I have seen someone get badly 
hurt 
9 (3.4) 73 (27.8) 181(68.8) 5 (1.5) 77 (22.9) 
254 
(75.6) 
164 
(27.4) 
435 
(72.6) 
19. Someone my age hit me  9 (3.4) 103 (39.3) 
150 
(57.3) 
6 (1.8) 79 (23.4) 
252 
(74.8) 
197 
(32.9) 
402 
(67.1) 
20. I have seen someone pull a knife  
on someone else 
5 (1.9) 34 (13.1) 221 (85) 3 (0.9) 19 (5.6) 
315 
(93.5) 
61 
(10.2) 
536 
(89.8) 
21. I saw the robery 18 (6.8) 106 (40.3) 
139 
(52.9) 
16 (4.7) 
106 
(31.5) 
215 
(63.8) 
246 
(41.0) 
354 
(59.0) 
Note: Yes=”a lot”+”some”; No=“never” 
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3.3 Prevalence of mental health problems 
3.3.1 Prevalence of mental health problems by mean score of psychological 
distress 
 In this part we did not include the respondents who did not complete the HSCL-25 
instrument. Mean scores on psychological distress for the all respondents was 2.12 (SD ± 
0.60). The score of psychological distress for all respondents was normally distributed. As can 
be seen in Table 5, the girls had higher mean scores compared to boys, with mean of 2.21 (SD 
±.57) and 2 (SD ± .61) for girls and boys, respectively. The mean of psychological distress 
scores by schools ranged from 1.99 to 2.19. The respondents with a low level of education 
family had the lowest mean of psychological distress score compared to those with a medium 
and high level education family. Respondents with an unemployed father had the highest 
mean score of psychological distress compared to the other father occupation groups. The 
detail of information mean score on psychological distress was shown in Table 7.  
The T-Test and ANOVA test were run to compare the mean differences of the 
psychological distress scores between the groups in relation to socio-demographic 
characteristics.  There was a significant difference between boys and girls in mean scores of 
psychological distress, where the girls had a higher mean score than boys. Further, there were 
also significant differences of mean of psychological distress scores between the schools.  
However, there were no significant differences in the other socio-demographic characteristics. 
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Table 5. Mean of psychological distress  by socio-demographic characteristics 
 Variables   
Number of 
respondents 
Mean ±SD 
Mean (CI 
95%) 
P-value 
Age 
≤15 522 2.12 ± 0.59 (2.06, 2.172) 
0.913 
>15 43 2.13 ± 0.65  (1.93, 2.33) 
Gender 
Boys 248 2.00 ± 0.61 (1.97, 2.08) 
P<0.05 
Girls 320 2.21 ± 0.57  (2.15, 2.27) 
School 
School 1 105 1.99 ± 0.58  (1.88, 2.10) 
P<0.05 
School 2 12 1.96 ± .047  (1.65, 2-26) 
School 3 19 2.15 ± 0.73  (1.80, 2.50) 
School 4 127 2.07 ± 0.58  (1.97, 2.17) 
School 5 305 2.19 ± 0.60  (2.12, 2.26) 
Parents 
level of 
education 
Low 22 1.87 ± 0.50  (1.65, 2.10) 
0.107 Medium 174 2.11 ±.060  (2.02, 2.20) 
High 366 2.15 ± 0.60  (2.08, 2.21) 
Type of 
family 
Nuclear 483 2.11 ± 0.60  (2.06, 217) 
0.635 
Single parents 51 2.12 ± 0.49  (1.97, 2.26) 
Step parents 18 2.23 ± 0.72  (1.89, 2.60) 
Other 15 1.95 ± 0.56  (1.96, 2.59) 
Father 
occupation 
Unemployed 19 2.41 ± 0.52  (2.16, 2.66) 
0.052 
Labour 20 1.89 ± 0.67  (1.58, 2.20) 
Civil servant 111 2.15 ± 0.61   (2.04, 2.27) 
Private and Self 
employed 
366 2.13 ± 0.60  (2.07, 2.20) 
Other 32 1.98 ± 0.41  (1.83, 2.13) 
Pocket 
money  
≤IDR.10.000 (≤ 1US$) 166 2.12 ± 0.62  (2.02, 2.21) 
0.884 IDR. 11.000-20.000 (1-
2US$) 
297 2.13 ± 0.58  (2.07, 2.20) 
>IDR 20.000 (>2$) 96 2.10 ± 0.63  (1.97, 2.23) 
Mother 
present at 
home 
Yes 312 2.09 ± 0.60  (2.02, 2.16) 
0.192 
No 252 2.16 ± 0.60  (2.08, 2.23) 
Positive 
activity 
Yes 466 2.11 ± 0.60  (2.05, 2.16) 
0.33 
No 96 2.17 ± 0.59  (2.05, 2.29) 
Negative 
activity 
Yes 44 2.16 ± 0.58  (1.99, 2.34) 
0.616 
No 520 2.12 ± 0.60  (2.06, 2.17) 
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3.3.2 The prevalence of psychological distress indicated by the cut-off 1.75 
By using the cut-off of 1.75, 64.7% of the respondents experienced a case of 
psychological distress. Seventy six percent of the female respondents and 58.5% of the male 
respondents experienced psychological distress. There were 72.1% of the respondents from 
School 5 experienced psychological distress which was the highest prevalence of 
psychological distress compared to other schools. Meanwhile, the other schools had 
proportion of high psychological distress ranging from 60% to 68.5%. For further information 
regarding the proportions of psychological distress among the study population see Table 6. 
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Table 6. Prevalence of pyschological distress indicated by the cut-off 1.75 within socio-demoprahic characteristics 
Variables 
  
 Prevalence of 
psychological distress  
Age 
≤15 69% 
>15 65.1% 
Gender 
Boys 58.5% 
Girls 76.6% 
School 
School 1 60% 
School 2 66.7% 
School 3 63.2% 
School 4 68.5% 
School 5 72.1% 
Parents level of 
education 
Low 54.5% 
Medium 68.4% 
High 70.2% 
Type of family 
Nuclear 67.1% 
Single parents 78.4% 
Step parents 77.8% 
Other 80% 
Father occupation 
Unemployed 89.5% 
Labour 55% 
Civil servant 67.6% 
Private and Self employed 69.7% 
Other 68.8% 
Pocket money  
≤IDR.10.000 (≤ 1US$) 68.7% 
IDR. 11.000-20.000 (1-2US$) 71% 
>IDR 20.000 (>2$) 62.5% 
Mother present at 
home 
Yes 66% 
No 71.8% 
Positive activity 
Yes 72.9% 
No 67.8% 
Negative activity 
Yes 70.5% 
No 68.5% 
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3.4 The association between exposure to community violence 
and mental health  
To examine the association between psychological distress and the predictor variables 
(i.e., exposure to community violence and socio-demographic characteristics), we ran a 
Binary Logistic Regression in two steps. First, we carried out a univariate analysis to 
determine the association between each predictor and the psychological distress. Secondly, in 
order to clarify the association between exposure to community violence and mental health 
problems, we ran a multivariate analysis to determine the association between exposures to 
community violence and psychological distress after controlling for several socio-
demographic variables.  
3.4.1 Univariate analysis among exposure to community violence, socio-
demographic characteristics and psychological distress.  
Table 7 shows the odds ratios and their 95% Confidence Interval (CI) of risk factors 
for psychological distress using the Univariate Binary Logistic analyses. Odds ratio (OR) that 
was significantly greater than one indicated an increase in risk, whereas an OR that was 
significantly less than one indicates a decrease in risk. If the OR was equal to one, then there 
is no difference or change in risk. For example, exposure to community violence significantly 
increased the risk of psychological distress by 7% [OR 1.07 (1.03, 1.11)]. Girls were 2.32 
times more likely to experience psychological distress than boys. The odds of experiencing 
psychological distress significantly decreased in respondents had a father who was a labour 
compared to respondents who had an unemployed father. Also, respondents who studied in 
School 5 tended to experience more psychological distress than respondents in School 1.  
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Table 7. Result of univariate analysis of the logistic regression 
Variables   Odd Ratio CI 95% P-Value 
Total Score exposure to 
community violence   1.07 1.03, 1.11 P<0.05 
Gender 
Boys (ref) - - - 
Girls 2.32 1.61, 3.33 P<0.05 
School 
School 1 (ref) - - - 
School 2 1.33 .377, 4.71 0.655 
School 3 1.14 .416, 3.14 0.796 
School 4  1.45 .844, 2.49 0.178 
School 5 1.72 1.08, 2.74 P<0.05 
Parents level of education 
Low (Ref) -  .735, 4.42 .306  
Medium  1.80 .824, 4.70 0.198 
High 1.96    .127 
Type of family 
Nuclear (Ref) - -  .228 
Single parents 1.78 .892, 3.58 0.102 
Step parents  1.71 .556, 5.30  .347 
Other  1.96  .546, 7.05  .301 
Father occupation 
Unemployed (Ref) - - - 
Labour 0.144 .026, .80 P<.0.05 
Civil servant 0.245 .054, 1.10 0.069 
Private and Self 
employed 
0.27 .061, 1.20 0.084 
Other 0.259 .050, 1.34 0.107 
Pocket Money  
≤IDR.10.000 (≤ 
1US$) (Ref) 
- - -  
IDR. 11.000-20.000 
(1-2US$) 
1.12 .741, 1.70  .593 
>IDR 20.000 (>2$)  .760 .449, 1.29  .308 
Mother present at home 
No (Ref) - - - 
Yes 0.762 .531, 1.10 140 
Positive activity 
No (Ref) - - - 
Yes 0.782 .479, 1.28 0.327 
Negative activity 
No (Ref) - - - 
Yes 1.1 
.560, 
2.154 
0.784 
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3.4.2 Multivariate analysis of exposure to community violence, socio-
demographic characteristics and psychological distress. 
After controlling for socio-demographic characteristics in Table 8, the total exposure 
to community violence significantly increased the risk of psychological distress by 11% [OR 
1.11 (1.05, 1.11)].  Girls exhibit almost three times of psychological distress compared to 
boys. The odds for psychological distress were significantly higher by 79% in School 5 
compared to School 1. However, we did not find any significant differences in psychological 
distress among other social demographic characteristics.  In the final model, the Nagelkerke R 
Square was 16%, which means that the model only explained 16% of the variability in 
psychological distress.  
  
50 
 
Table 8.  Result of multivariate analysis of the logistic regression 
Variables   Odd Ratio CI 95% P-Value 
Total Score exposure to 
community violence   1.11 1.05, 1.16 P<0.05 
Gender 
Boys (ref) - - - 
Girls 2.62 1.72, 3.99 P<0.05 
School 
School 1 (ref) - - - 
School 2 1.67 .350, 7.92 0.522 
School 3 0.846 .245,  2.92 0.791 
School 4 1.41 .701, 2.86 0.333 
School 5 1.79 1.04, 3.08 P<0.05 
Parents level of 
education 
Low (Ref) - - - 
Medium 1.52 .525, 4.40 0.441 
High 2.16 .725, 6.44 0.167 
Type of family 
Nuclear (Ref) - - - 
Single parents 2.58 .913, 7.30 0.074 
Step parents 1.25 .369, 4.12 0.722 
Other 1.16 .285, 4.75 0.833 
Father occupation 
Unemployed(Ref) - - - 
Labour 0.451 .065, 3.13 0.421 
Civil servant 0.598 .111, 3.21 0.549 
Private and Self 
employed 
0.699 .137, 3.57 0.667 
Other 0.726 .116, 4.53 0.726 
Pocket Money  
≤IDR.10.000 (≤ 1US$) 
(Ref) 
- - - 
IDR. 11.000-20.000 (1-
2US$) 
0.93 .572, 1.51 0.769 
>IDR 20.000 (>2$) 0.575 .312, 1.06 0.076 
Mother present at home 
No (Ref) - - - 
Yes 0.91 .595, 1.39 0.657 
Positive activity 
No (Ref) - - - 
Yes 0.693 .391, 1.23 0.21 
Negative activity 
No (Ref) - - - 
Yes 0.648 .295, 1.42 0.28 
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4 Discussion 
Community violence and mental health problems have become serious problems 
because of their impact on daily life, and also the long term impact on adulthood life among 
adolescents. Several studies have been conducted to see the prevalence and also the 
relationship between them, especially in developed countries. Similarly, some studies have 
been done in developing country context, for instance, in Cambodia, and Malaysia. However, 
there is no published article regarding exposure to community violence, and mental health 
problems among adolescents in Indonesia before. The present study was undertaken to see the 
association of exposure to community violence and mental health among the school 
population, also to describe the prevalence amongst them.  
4.1 Main Finding 
4.1.1 Prevalence of exposure to community violence   
Among the respondents, a vast majority reported being exposed to at least one type of 
community violence, whereas approximately half of them experienced more than four types 
of exposure to community violence during the prior year. This high rate of exposure to 
community violence confirmed what past studies have described that adolescents were more 
likely to show a high rate of exposure to community violence in western countries, for 
instance, in the United States (Copeland-Linder, et al 2010; Lambert et al, 2005 McDonald et 
al, 2011), Belgium and Russia (Schwab-Stone et al, 2013) and as well as in several Asia 
countries such as Cambodia and Malaysia (Choo et al, 2011; Yi et al, 2013).  Moreover, the 
prevalence of exposure to community violence in the present study was in accordance with 
the findings of the KPAI‘s survey that found that the majority of Indonesian students (89%) 
52 
 
had experienced at least one type of physical abuse. Specifically, the present studies found 
that the prevalence of indirect violence was higher than the prevalence of direct violence. 
Hence, it confirmed the finding of a previous study in Cambodia that found more than half of 
the study population reported at least one case of indirect violence, whereas approximately a 
tenth of the respondents reported direct violence (Yi et al, 2013).   
The routine activities theory by Cohen and Felson (cited in Haj-Yahia et al, 2011) may 
be relevant when trying to explain a high level of exposure to community violence. They 
suggested that modern societies contributed to the fact that adolescents spend most of their 
time outside the house with less or no supervision at all from the parents, hence, adolescents 
have a greater chance to experience community violence. This could be the reason why 
adolescents in Indonesia experience high exposure to community violence, since they spend 
most of their time outside the house (e.g., they go to school by themselves and most of them 
also have several activities after school hours either at schools or outside schools). During 
those periods, they do not have any supervision by either the parents or teachers, especially 
during their travel from home to school or back.  
In the present study, the most prevalent type of violence among the respondents was “I 
have seen people scream at each other”. This finding confirmed what was found by the 
previous study that found “screaming” was the most reported type of violence experienced by 
adolescents (Skybo, 2005). The present study also revealed that more than half of the 
respondents have reported having witnessed an arrest by the police. As mentioned before, 
Depok is one of the cities with high crime rates, therefore, the police often arrest people who 
attempt robbery or pickpocket as well as students who fight on the streets or who are involved 
with gang brawls.  The high crime rates might be the reason why nearly half of the 
respondents reported witnessing a robbery.   
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In line with the GSHS study (Soerachman, 2007), we found that over one-third of 
respondents experienced being hit by someone their age, however, the number of the cases in 
the present study is lower than what was found in the Malaysia study (Choo et al 2011).  In 
addition, the number of respondents reported witnessing someone else being attacked or 
stabbed with a knife is lower than the number that was found in the Cambodia study (Yi et al, 
2013).  
Based on the type of exposure to community violence, male adolescents showed 
higher rates for almost all the types of violence in the KID-SAVE instrument. This finding 
supported the findings from previous studies that suggested male adolescents would 
experience more events of violence both cases: direct and indirect violence (Yi et al, 2013; 
Schwab-Stone et al, 2012). However, in the present study, we found that for some violence 
that was reported more by the girls than the boys. Among the respondents, the girls reported 
more on “Grown-ups (home or neighborhoods) hit me” compared to the boys. This finding is 
similar to the study in Denmark, where found that 59.3% of the girls were attacked at home 
whereas 20% of the boys experienced attacking at home (Helweg-Larsen et al, 2011). 
The present study found that the total score of exposure to community violence among 
the boys was higher than the girls, and there was a significant difference between the two 
gender groups. This finding was supported by previous findings, which indicated that the 
boys showed a higher score in exposure to community violence compared to girls (Haj-Yahia 
et al, 2011; Schwab-Stone, et al, 2012; Yi et al, 2013). The notion that boys are more exposed 
to community violence gained further agreement since most studies indicated that boys are 
more vulnerable than girls (Buka et al, 2001). The fact that boys are more likely to bring 
themselves in a danger situation than girls; it may be one of the reasons why boys seem more 
vulnerable than girls (Lambert et al, 2005). However, the present study did not find a 
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significant difference of total exposure to community violence between respondents who were 
engaged in negative activities (gang members) and those who were not gang members.  
Another possible explanation for the higher exposure to community violence among 
the boys compared to the girls may be that boys spend more time outside their home and lack 
of parental control, while girls are expected to stay at home and more supervised (Haj-Yahia 
et al, 2011). In Indonesia, similar to other traditional cultures, the girls also have more 
supervision than the boys, and girls expected to be at home after their activities outside their 
house. Additionally, in Indonesia, especially in the big cities, the boys started to ride the 
motorcycle when they begin their senior high schools, this situation give the boys more 
mobility and the ability to explore different areas that might be dangerous. Also, this reduces 
even more the supervision from the parents to the boys in comparison to the girls. 
In addition, we discovered that there were significant differences of the total exposure 
to community violence among the schools.  School 3 showed the highest mean of total 
exposure to community violence, although school 3 was a small sized school with a relatively 
small number of students enrolled. Some studies indicate that students in a large sized school 
would have more probability of experiencing violence compared to other student from smaller 
sized schools (Leung & Ferris, 2008).  The present study did not completely explain the 
mechanism of how the number of students is related to the probability of exposure to 
community violence.  Although we have found that the bigger schools tend to have higher 
exposure to community violence than smaller schools, however, School 3 which was 
categorized as small school had the highest score in exposure to community violence 
compared to other schools. 
 The school location may explain the higher scores of the total exposure to community 
violence in some schools compared to other schools. In this study, two schools (School 1 and 
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School 2) with the lowest score of total exposure to community violence were located far 
from a crowded area where criminal incidents rarely happened.  Meanwhile, School 3, with 
the highest mean score of total exposure to violence, as well as School 5 with a relatively high 
mean score were located in the central area of Depok city, where criminal incidents were 
likely to happen. A previous study of exposure to community violence suggested that 
adolescents in an urban area are more likely to experience community violence compared to 
those who are far from the urban area; because urban areas were associated with high violent 
events or high crime rates (McDonald et al, 2011). As for School 4 that was located in a 
border area (between urban and non-urban area), it also showed a relatively high mean score 
of exposure to community violence. Therefore, it appears that the closer the school is located 
to the central area of Depok; it is more likely its students to be exposed to community 
violence, mainly because of the high rates of criminal incidents in the urban area.  In addition, 
School 3 was also located close to other senior high and vocational schools whose students 
often engaged in group fights and this might increase the risks for students attending School 3 
to be exposed to community violence. Further investigation in the future is needed to clarify 
this phenomenon. 
In addition to the location of the school, it seems that the location of the students’ 
home may also explain the different mean scores of the total exposure to violence between the 
schools. Most students from School 1 and 2 with the relatively low mean scores of total 
exposure to violence lived close to the schools; hence, they had shorter travel time and were 
easily supervised by their parents. Meanwhile, most students from School 3, 4, and 5 with the 
relatively high mean scores of total exposure to violence lived farther from their school and 
thus they had longer travel time from home to school and back. Those students from School 3, 
4, and 5 spent more times outside of their house and received less supervision from their 
parents.  
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Different from previous studies, the present study did not find any significant 
difference of total exposure to community violence across social-demographic characteristics 
(Barkin, et al 2001; Baku et al, 2001; Fitzpatrick, 1997). Nonetheless, the present study did 
find some similarities in terms of trend of community violence exposure in several socio-
demographic characteristics when compared with previous studies. In line with previous 
studies, the current study found that adolescents from a lower social economic status had a 
higher mean of total scores of exposure to community violence compared to those who come 
from families with a higher socioeconomic background (Buckner, et al 2004; Fitzpatrick, 
1997).  
Further, in contrast to previous studies by Esbensen et al. (1999) and McGee et al. 
(2005), we did not find significant differences in terms of the mean scores of exposure to 
violence between adolescents who lived with a single parent than those who lived with the 
nuclear family as well as between adolescents who lived with a working mother than those 
who lived with a stay-at-home mother.  
4.1.2 Prevalence of psychological distress 
Generally, the mean score of psychological distress in the present study (2.12) was 
higher than the cut-off 1.75 that we have used to identify the cases of psychological distress. 
Thus, it indicated that more than half of the total respondents experienced psychological 
distress. This finding was a surprising finding because this prevalence rate was higher than 
the previous studies in adolescent populations. The prevalence rates in the present study 
(65%) were higher than the previous study in China that found 40% of Chinese adolescent 
experienced psychological distress. The prevalence rate of psychological distress found in the 
current study was twice the prevalence rate of psychological distress found among the 
adolescent populations in Norway and Malaysia (Huang et al, 2009; Lien et al, 2009; Yusoff 
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et al, 2011). Also, this prevalence rate was higher than in the GSHS study in which around 
20% experienced at least one symptom of mental health problems (Soerachman, 2007). 
 Furthermore, this high rate of psychological distress among the respondents was even 
higher than epidemiological studies that related to psychological distress in vulnerable 
population, for example, in a study of internally displaced persons in Ambon, Indonesia by 
Turnip & Hauff (2007) that used similar instruments as the present study. They found the 
prevalence rate of psychological distress among respondents was 47% by the cut-off 1.75; 
meanwhile the present study found approximately 65% of the respondents experienced 
psychological distress by the cut-off 1.75.  The prevalence of psychological distress from the 
present study was close to the prevalence rates of post-disaster tsunami in Aceh. Souza et al 
(2007) found that 83.6% of respondent experienced psychological distress that was measured 
by the HSCL-25 instrument. However, this prevalence rate should be interpreted carefully, 
since the present study used the cut-off 1.75 which has not been validated yet for the 
adolescent population in Indonesia. It might be the reason why the study population in the 
present study showed a high prevalence of psychological distress (further information will be 
discussed in the strength and limitation section).  
 A study in Malaysia (Yusoff et al, 2011) indicated that school achievement was one 
of the main stressors among adolescent students in Malaysia. It might be one explanation why 
the present study found a high number of psychological distress reported by adolescents in 
Indonesia. Students in Indonesia have many compulsory subjects in their academic 
curriculum, so they have a heavy academic load that might affect their mental health 
condition. Especially, during the data collection, we noted that the students were about to take 
their mid-semester exam a week after the data collection was completed; thus, they might 
experience many stressors related to academic issues during that time. 
58 
 
The present study discovered that student’s engagement in positive activities did not 
show any difference in terms of psychological distress level compared to those who did not 
engage in such positive activities. This finding showed contrast to a previous study which 
suggested that students who took part in extracurricular activities would have a lower 
psychological distress level than those who did not have extracurricular activities (Fredrick & 
Eccles, 2006). Therefore, we have assumed that students might already have high distress 
because academic pressures, thus, both students with positive activities and those who did not 
engage in any positive activities also had high levels of psychological distress.  
The present study also showed that female respondents had a significantly higher 
mean score of psychological distress compared to male respondents, and showed high 
prevalence of psychological distress.  This finding supported a common finding from 
previous studies in which it was reported that female adolescents had higher prevalence of 
experiencing psychological distress compared to boys (Costello et al, 2003; Lien et al, 2009).   
Significant differences in the mean scores of psychological distress between the 
schools were found in the current study. School 5 was the only large sized school in this study 
that showed the highest mean score of psychological distress and the highest prevalence of 
cases of psychological distress compared to the other schools. Meanwhile, School 2 showed 
the lowest mean score of psychological distress. Anderman (2002) argued that depression is 
more notable in some schools than in others. Specifically, in his study; he discovered that 
students in a small sized school showed a negative relation between school belonging and 
depression, while this relation was not found in students in larger schools. Additionally, from 
an Anderman’s study, it can be interpreted that the sense of belonging to the school was a 
protective factor against psychological distress in smaller sized schools and this protective 
relationship was not very obvious in large schools. This factor may explain why the students 
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in the large and medium school reported higher levels of psychological distress than smaller 
schools. 
Another possible explanation for higher levels of distress among students in large 
sized school is the competitiveness in academic aspects. As mentioned before, high 
competitiveness in striving for academic achievements might be one of significant stressor for 
adolescent students. Moreover, we realized that the large school in this study was one 
distinguished by its excellent academic quality and for having high entry requirements, so the 
students in this school were the students with highest academic achievements in their previous 
school.  These students, in their present schools, find themselves in a fierce competition for 
excellence in academic achievement. Also, the majority of the students in the large sized 
school had parents with high education background, thus, these students were expected to 
achieve high academic results that may serve as a stressor for them.  
However, the students enrolled in two small sized schools in the present study also 
showed a high prevalence of psychological distress. Watt (2003) argued that small schools did 
not always provide beneficial to all students, and that include their mental health situation. 
However, small schools are still considered to provide several benefits for student’s mental 
health, like a closer relationship with other students and more attention from the teacher. 
Nevertheless, students in small schools tend to feel isolated which might lead them to report 
depressive symptoms.  Since adolescents are striving with identity issues, they may benefit 
from a heterogeneous environment offered by large schools that would provide them with 
access to different groups for the students to belong to, and also providing them with social 
support and identity validation, in contrast, small schools are more likely to have 
homogeneous environment, and prone to have a tight of social control that might put students 
into a distress condition because of the high expectation to be able to fit to the group identity 
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(Watt, 2003).  Further, Watt (2003) also suggested that teachers in small school know their 
students very well and this situation might lead the students to feel they are over supervised 
which created an inconvenient situation for them.  
Additionally, living in the central part of the city might add others urban stressors to 
students of the particular schools, for instance crime, and heavy traffic. School 1 and School 2 
that were located in an isolated or remote area and they had mean scores of psychological 
distress below the mean score of the total study population, since they may not receive as 
many stressors as other students from schools that are located in the urban or crowded area.  
Furthermore, we did not find any significant difference of the mean of psychological 
distress across socio-demographic characteristics which are not in line with the findings of 
previous studies (Kaltiala-Heino et al, 2001).  However, several findings in the present study, 
showed similar trends of psychological distress in regards to socio-demographic 
characteristics with the previous studies. The present study did not find significant differences 
of psychological distress among the father occupation groups; even though the present study 
found a similar trend that those adolescents with an unemployed father showed higher levels 
of psychological distress compared to other father occupation groups.  
 The present study did not find a significant mean difference of psychological distress 
in the parents’ education level either. The level of psychological distress of adolescents whose 
parents had a low education was lower when compared to adolescents whose parents had 
medium or high education level. This finding was in contrast to the previous study that 
mentioned that adolescents with low level of education family tend to have a higher 
depression level compared to those with high level of education family (Kaltiala-Heino et al, 
2001).  
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The current study did not find significant differences for psychological distress in 
different types of family structure, which did not support a previous finding from Jablonska & 
Lindberg (2007) which study suggested that adolescents who live with both parents would 
experience a low psychological distress compared to adolescents with single parents. 
Similarly, even though a previous study suggested that stay at home mothers could reduce the 
level of psychological distress of their children; the present study could not detect mean 
differences of psychological distress between students who lived with their stay at home 
mother and students who lived with their working mother. (Overstreet et al 1999). Lastly, the 
current study also did not find any difference of psychological distress level between the 
students who were involved with gang activity and those who were not involved in gang 
activity, which was not in line with a previous study suggesting that people who were 
involved in the gang activities would be more likely to have mental health problems (Coid et 
al, 2013). 
4.1.3 Association between exposure to community violence and 
psychological distress  
The present study found that an exposure to community violence was significantly 
associated with psychological distress, even after controlling for several socio-demographic 
characteristics; the exposure to community violence predicted the psychological distress 
among the respondents. The result indicated that increasing level of exposure to community 
violence would increase the risk of experiencing psychological distress: this finding is similar 
to findings of other previous studies (Howard et al 2002; Ng-Mak et al, 2004; Yi et al, 2013).  
However, the final model only explained 16% of the variability in the odds of psychological 
distress. This indicates that there are other sources of variability that were not accounted for 
by the present study, such as academic pressures, family problems, and other social problems 
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or biological factors.  In the meta-analysis study, Wilson & Rosenthal (2003) found that 
community violence accounts for low to medium variances of the variance in psychological 
distress. They argued that distress resulted from such multiple stressful events and also due to 
the individual differences in response to exposure to community violence. It might be the 
explanation of the low impact of exposure to community violence to psychological distress. 
After controlling for other socio-demographic variables, female adolescents had a 
greater risk of experiencing psychological distress compared to males, thus confirming the 
findings in previous studies that girls exposed to community violence were more likely to 
exhibit psychological distress than boys who had been exposed to community violence. As 
well documented, boys tend to expose to community violence than girls; however, girls tend 
to report more psychological distress than boys. Moses (1999) explained that gender 
differences related response to the exposure to violence could be explained by the different 
perception of community violence between boys and girls. Boys tended to view violence as a 
symbol of masculine identity. Consequently, boys had desensitized the impact of violence 
because they considered the exposure of violence as a normal event; hence they become more 
likely to deny the effect of exposure to community violence on them. In contrast, girls tended 
to think violence as an extraordinary stressor in their daily life and they tended to be more 
sensitive when responding to the emotional effects of violence.  Further, Foster, Kuperminc, 
and Price, (2004) argued that the different reactions after being exposed to community 
violence between boys and girls were due to the ability to differentiate the experience of being 
a victim or a witness. Boys were believed to be more capable to distinguish between 
witnessing violent acts and being a victim of violence, therefore they were more likely to 
exhibit psychological distress when they became a victim rather than witnessing the violence. 
In contrast, girls might tend to find it more difficult to differentiate between being a victim 
and a witness; hence, they also tended to exhibit psychological distress while experiencing 
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witnessing violence.   McGee et al (2001) argued that in response to exposure to community 
violence boys tended to exhibit externalizing behaviors, such as delinquent behaviors whereas 
girls were more likely to report problems with internalizing behaviors.  
The present study found that the students School 5 were nearly two times more prone 
to experience psychological distress than School 1.  These two schools had different 
characteristics that might influence students’ psychological distress; for instance, school size, 
school location and also type (School 5 was a public school and School 1 was a religious 
school). Further study is needed to investigate the school’s factor related students’ 
psychological distress.  
 However, we did not find any significant association between other socio-
demographic characteristics (e.g., parental economic status, type of family, mother present at 
home, positive and negative activity) and psychological distress in univariate and multivariate 
analysis.  This finding was on the contrary to several other studies (Fredricks & Eccles, 2006; 
Kaltiala-Heino et al 2001; Yi et al, 2013) that have suggested that sociodemogprahic factors 
were associated with psychological distress. The lack of significant in the present study might 
be explained by a relatively small sample size or incomparable groups on some socio-
demographic variables.  
4.2 Strengths and Limitations 
The present study is the first study that investigated the association between exposure 
to community violence and mental health among adolescents in Indonesia. The present study 
also provided epidemiological information about the exposures to violence and mental health, 
both at the same time.  The other strength of the present study is the decision to choose the 
school population. Studying a school-based population may provide information about the 
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characteristics of adolescents in Depok. For an epidemiological study it is really important to 
have a representative and sufficiently large samples that characterize the population we want 
to examine. In fact, not all adolescents in Depok attended the school; therefore, the findings of 
the present study apply only to adolescents who attend to schools. This study also showed a 
high responses rate of the respondents, and we have a sample size that met requirement to be 
analyzed. Thus, the result of the current study may be able to serve as a baseline data of 
exposure to violence and mental health situation in Indonesia, especially from cities with 
similar characteristics with Depok.  
The cross sectional design applied in the current study provided us with the prevalence 
of violence and psychological distress and showed the association between the variables. 
However, we could not explain the cause and effect between the variables, which is one of the 
limitations of the present study. A sample bias might have happened as well, because the 
majority of the respondents in the current study were recruited from schools which had 
homogeneous socioeconomic characteristics. As a result, we had only a few of respondents 
with low socioeconomic status. Therefore, it may reduce the power to distinguish several 
variables in socioeconomic groups in regards to see the difference among the groups  
Further, the other strength of the present study is the application of two instruments 
that have good reliability and validity to measure the exposure to community violence and 
psychological distress; as a consequence, these instruments strengthened the reliability of the 
current study.  The KID-SAVE was developed in a high crime rate area and provided the 
types of violence were relevant to the situation in Depok, therefore the KID-SAVE 
instruments looked promising to be used to identify exposure to community violence in 
Depok settings.  
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In this study, we applied the HSCL-25 both in continuous and using the cut-off 1.75; 
by continuous data, it gave us more detailed information regarding the trend of distress level 
among the respondents across socio-demographic characteristics. Meanwhile, with the cutoff 
1.75, we can identify the person who have the “cases” and give us a clear picture about the 
prevalence of psychological distress among the respondents. However, The HSCL-25 
instrument was used in this study had not been culturally validated for adolescents in 
Indonesia, we only used the HSCL-25 that was already translated into Bahasa Indonesia 
(Turnip and Hauff, 2007). A few questions might be difficult to understand, especially (e.g., 
item related to sex). In those cases, the respondents asked the investigators for clarification. 
But most items in the HSCL-25 instrument were easily understood by the respondents. Thus, 
the face validity of the HSCL-25 instrument in the present study was good. 
The application of the cut-off 1.75 had not been validated yet for Indonesian 
adolescents, thus it might lead to misinterpretation of the cases, especially we realized the 
prevalence of respondents whom identified as cases in the current study was high and the 
mean of psychological distress was higher than the cut-off 1.75. In some past studies, the 
researchers used HSCL-25 and applied another cut-off point, for instance, a cultural validity 
study in Afghanistan among general population that recommended the cut-off point 
differently for women and men, which were 2.25 and 1.50 respectively (Ventevogel, et al, 
2007). Therefore, it may be one of limitation of the present study. 
A response bias may be another limitation of the present study; in other words, 
adolescents in this study might under or over reported their health condition, as there may be 
a social desirability issue when they filled out the questionnaires related to behavioral and 
health issues (Brener, Billy, & Grady, 2003). In the present study, the collection data process 
was conducted in the classroom settings, where normally every student shared a desk with 
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another student. In this condition, they might check their friends’ answer easily, although we 
had already reminded them to focus on only their answer for the questionnaires. There was 
also a tendency among the students to finish the questionnaire as soon as possible, especially, 
if they have seen some other students already finished and returned the questionnaire to the 
investigators.  
In regards to some sensitive questions, such as a sexual item that could lead the 
respondents to skip these kinds of question because it was too inconvenient for them to 
respond such questions (Brener et al, 2003).  In the present study, there were items in KID-
SAVE and the HSCL-25 instruments might be too sensitive or offensive for several students, 
thus they might skip some item on those instruments. It might explain several missing values 
of the KID-SAVE and the HSCL-25 instruments found in our data.  
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5 Conclusion and Recommendations  
In spite of these limitations, the present study provides important knowledge for 
government, public health and education professionals in Depok specifically and Indonesia 
generally. The findings of the present study indicate that adolescents in Depok experienced a 
certain amount of violence in their daily lives, and it has an association with their 
psychological distress condition. At the same time, the result indicated that adolescents 
experienced psychological distress in their daily activities. The findings in the current study 
can stimulate further research in Indonesia and it may contribute to developing social and 
health policies related violence and mental health among adolescents in Indonesia as well.  
It is important to teach the student how to deal with several violent events in the 
community and also teach them how to cope with their distress in their daily lives.  Giving the 
students information about the possible impact of violence and psychological distress in daily 
life activities is probably the simplest way the schools can do to contribute to reducing the 
students’ experience of violence and psychological distress. It can be done by strengthening 
the school counselling roles and function in regard to helping students to understand the 
impact of violence and psychological distress and preventing the violence in the future.  
The prevention should be targeted to all the adolescents regardless their 
socioeconomic status and the family type because the violence and psychological distress 
appeared to be exist either in advantage or disadvantage family. The prevention needs to be 
designed with recognizing gender and school factors. Boys showed to have higher exposure to 
violence compare to girls whereas girls showed to exhibit psychological distress. Prevention 
of exposure to violence should be aware with the different characteristics between boys and 
girls such as, time outside the home, aggressive behavior, perception of violence, involve in 
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violence, and availability of social support that predispose them to expose to violence and 
develop psychological distress. Additionally, the different characteristics between boys and 
girls should be investigated in the future to clarify how those characteristics distinguish the 
experience of violence and psychological distress in adolescents.  
 The School differences in regard to exposure to community violence and 
psychological distress indicated that school characteristics is important factors that influence 
the students experiencing exposure to community violence and psychological distress. School 
size and school location might be the factors that influence the community violence and 
psychological distress in the present study. The future study should be carried out to 
determine the school factors related exposure to community violence and psychological 
distress more clearly.  
Future studies also need to include the group of adolescents who do not attend the 
schools to obtain a clear picture related exposure to violence and psychological distress 
among this vulnerable group. Also, the future studies should have representativeness of the 
sample according to socioeconomic status to describe the phenomena of violence and mental 
health with various socioeconomic statuses. In addition, longitudinal studies are needed be 
conducted in the future to determine the processes of the causal-effect between exposure to 
community violence and psychological distress to develop more effective prevention and 
treatment programs. In fact, the association between exposures to community violence and 
mental health somehow is no robust and adolescents might have other stressors in their daily 
lives which were not investigated in the present study (e.g., academic, peer, and family 
problems), therefore, it should be investigated in the future related other stressor that might 
affect the adolescents’ psychological distress, so prevention program could be design 
appropriately.   
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7 Appendices  
7.1 Appendix 1Invitation Letter and Informed Consents 
 
1. Adolescents Form 
 
REQUEST TO BE PARTICIPANT  
 
 
Good morning / afternoon / evening,  
My name is Budhi Utama. Currently I am studying for my master degree. At this moment I am 
conducting a study about community violence and mental health among adolescents in Indonesia. 
I get your name from the list provided by the schools and I choose you randomly, without any 
other intention but to ask you to participate in this study.  
The title of this study is “Exposure to community violence and mental health among adolescents 
in Indonesia (school based study). There will be some other adolescent who participate in it. 
Through this study I hope we can reach understanding about the way adolescent looking the 
violence and themselves. You are free to choose to participate or not in this study. This will take 
approximately 45 minutes and there will be one questionnaire have to complete if you choose to 
participate. There is no right or wrong answer, just try to give honest and spontaneous answer to 
them. Just relax and you can make yourself comfortable during the study.  If you want to pull out 
from this study before it end, you are able to do so without giving any reason and there will be no 
consequences at all.  
All information you give in this study will be treated confidentially and will be kept secure 
against any authorities, and will not be used for any other purpose than this study only. Please 
give your signature on the place below this paragraph if you agree to participate in this study.  
 
Depok, ……………………  
Your signature ……………………. ………. 
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Information about the study (Adolescent Form) 
Description of study of community violence and mental health among adolescents in 
Indonesia  
Purposed and benefits: This research study about community violence and mental health among 
adolescent in Indonesia. In particular, we are interested in sensitive subjects such as: past 
emotional and physical abuse and also about yourself. You may not feel such questions are 
relevant to you, but we are interested in the responses to these questions from people who have 
and have not had these experiences.  While we cannot predict at this time any immediate benefit 
by participating in this study, but I hope that better knowledge of this area will increase the 
understanding of violence and mental health among adolescent.  
Risks: the risks involved are limited to the possible stress of completing a questionnaire. As some 
of the questions might be personal and sensitive for some people. It is possible that you might feel 
some distress as a result of participation. During the completing questionnaire process, there will 
be researcher who can give you counselling and talk to you. 
Procedure: You child just need to complete the questionnaire. Most people take about 45 minutes 
to complete the survey. There is no right/wrong answer.  
Other information: To ensure your confidentiality, each questionnaire will have code number and 
must not be written by your name. Further, we will ask your permission to put your name and 
your questionnaire number in the separately paper. The purpose is to contact you in the next time, 
since we want to conduct longitudinal study to have better information and understanding. Only 
the principal investigator will have access to the list linking your questionnaire number and your  
identity. This code list will be kept in a locked office.  
If you have any question about this study please contact: Budhi Utama at 085212023236 or  
budhi.utama@medisin.uio.no 
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2. Parents Form  
REQUEST TO BE PARTICIPANT  
 
 
Good morning / afternoon / evening,  
My name is Budhi Utama. Currently I am studying for my master degree. At this moment I am 
conducting a study about community violence and mental health study among adolescent in 
Indonesia. I get your child’s name from the list provided by the schools and I choose your child 
randomly, without any other intention but to ask your child to participate in this study.  
The title of this study is “Exposure to community violence and mental health problems among 
adolescents in Indonesia (school-based study). There will be some other  adolescent who 
participate in it. Through this study I hope we can reach understanding about the way adolescent 
looking the violence and themselves. You are free to choose for your child to participate or not in 
this study. This will take approximately 45 minutes and there will be one questionnaire he/she has 
to complete if you choose for him/her to participate. There is no right or wrong answer, your child 
just need to try to give honest and spontaneous answer to them. The study will be run at your 
child’s school during school hours. We already got permission from school authority.   
If your child to pull out from this study before it end, he/she is able to do so without giving any 
reason and there will be no consequences at all.  
All information your child give in this study will be treated confidentially and will be kept secure 
against any authorities, and will not be used for any other purpose than this study only. Please 
give your signature on the place below this paragraph if you agree that your child will participate 
in this study.  
Depok, ……………………  
Parent signature …………… 
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Information about the study (Parents Form) 
Description of study of community violence and mental health among adolescents in 
Indonesia  
Purposed and benefits: This research study about community violence and mental health among 
adolescent in Indonesia. In particular, we are interested in sensitive subjects such as: past 
emotional and physical abuse and also about your child’s self. Your child may not feel such 
questions are relevant to him/her, but we are interested in the responses to these questions from 
people who have and have not had these experiences.  While we cannot predict at this time any 
immediate benefit by participating in this study, but I hope that better knowledge of this area will 
increase the understanding of violence and mental health among adolescent 
Risks: the risks involved are limited to the possible stress of completing a questionnaire. As some 
of the questions might be personal and sensitive for some people. It is possible that you might feel 
some distress as a result of participation. During the completing questionnaire process, there will 
be researcher who can give your child  counselling and help him/her. 
Procedure: Your child just needs to complete the questionnaire. Most people take about 45 
minutes to complete the survey. There is no right/wrong answer.  
Other information: To ensure your child confidentiality, each questionnaire will have code 
number and must not be written by your child name. Further, we will ask your permission to put 
your child’s name and your child’s questionnaire number in the separately paper. The purpose is 
to contact your child in the next time, since we want to conduct longitudinal study. Only the 
principal investigator will have access to the list linking your child’s questionnaire number and 
your child’s identity. This code list will be kept in a locked office.  
If you have any question about this study please contact: Budhi Utama at Budhi Utama at 
085212023236 or  budhi.utama@medisin.uio.no   
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7.2 Appendix 2. Questionnaire  
1. KID-SAVE 
Instructions 
For each item, please mark the box which is more appropriate with your experience.  
Please give your answer on the basis of what have you seen, heard, or experienced for last 
one year.  
No. Type of exposure toviolence 
How often occurred in the past year? 
Never Sometimes A lot 
1 I have heard about someone getting attacked 
with a knife 
   
2 I have seen the police arrest someone    
3 I have seen someone get attacked with a 
knife 
   
4 I have seen someone get badly hurt    
5 Someone has pulled knife on me    
6 
I have seen somebody get killed    
7 Grown-ups (home or neighborhood) scream 
at me 
   
8 I have seen a grown up hit a children    
9 Someone has threatened to beat me up    
10 I have seen people scream at each other    
11 I have seen someone carry a knife    
12 Grown-ups (home or neighborhoods) hit me    
13 I have seen a kid hit a grownup    
14 I have heard somebody killed    
15 I have been attacked with a knife    
16 I have been badly hurt    
17 I have heard someone get badly hurt    
18 I have seen someone get badly hurt    
19 Someone my age hit me     
20 I have seen someone pull a knife  on 
someone else 
   
21 I saw the robery    
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2. HSCL-25 
Instructions 
Below is a list of various problems. Have you been troubled by any of these in the course of 
the past week including today. Cross off the box. 
 No At al Slightly 
trouble 
Much 
Troubled 
Extremely 
troubled  
Being suddenly scared for no 
reason     
Feeling fearful 
    
Faintness, dizziness, or weakness 
    
Feeling tense or keyedup 
    
Heart pounding or racing 
    
Trembling 
    
Nervousness or shakiness inside 
    
Headaches     
Spells of terror or panic 
    
Feeling restless, not being able to 
sit still     
Feeling low in energy, slowedd 
    
Blaming oneself for things 
    
Crying easily 
    
Loss of sexual interest or pleasure 
    
Poor appetite     
Difficulty falling sleep or staying 
asleep     
Feeling hopeless about the future 
    
Feeling blue 
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Feeling lonely 
    
Thoughts of ending one's life 
    
Feeling trapped or caught 
    
Worrying too much about things 
    
Feeling no interest in things 
    
Feeling everything is an effort 
    
Feelings of worthlessness 
    
 
 
3. Sociodemogprahic information 
Age    : ...........................years old 
Sex    : Male/Female 
Who are people living with you at home  (you can  choose more than one):  
 biological father    biological mother  
 older/younger brother   older/younger sister 
 grandfather   grand mother 
 uncle     aunt  
 cousins     nephew/niece  
 house maid  
 others, mentioned............................ 
  
Father Occupation:  Unemployed  
                     Labour (blue collar workers) 
               Civil servant  
                                Private and self-employed 
                                Other, mentioned:……………… 
 
 Mother occupation: Housewives  
                     Labour (blue collar workers) 
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               Civil servant  
                                Private and self-employed 
                                Other, mentioned:……………… 
 
Father Last Education:……………. 
Mother Last Education:………………. 
Number of  Pocket money: Rp……………… 
 
Are you involved with these activities (you can choose more than one) : 
 Sport activities 
 Art activities 
 Youth organization  
 Gang activities (School gang, bikers gang) 
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7.3 Appendix 3. Ethical Clearance from REK 
 
91 
 
 
 
92 
 
7.4 Appendix 4. Permission Letter from Board of Education 
Depok (Dinas Pendidikan Kota Depok) 
 
